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Clinically tested, safe and effective RIASOL offers maxi- 
mum assurance against recurrence and adverse reactions. 


RIASOL contains 0.45% Mercury chemically combined with soaps, 
0.5% Phenol, and 0.75% Cresol. Available at pharmacies or direct 
in 4 and 8 fluid ounces. Write for professional sample and 
literature. : 


SHIEPD Laboratories _— 


12850 MANSFIELD » DETROIT 27, MICHIGAN 





TO AVOID ACUTE RESPIRATORY DISTRESS 
IN CHRONIC BRONCHITIS, 
CHRONIC ASTHMA AND EMPHYSEMA 


Choledyl remains a uniformly effective 

bronchodilator throughout prolonged 

therapy, and it is virtually free of 

gastric irritation and other 

unwanted effects even in 

eoccccce geriatric patients. 
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SUPERIOR BRONCHODILATATION 
THROUGH SUPERIOR 
THEOPHYLLINE ABSORPTION 


Choledyl is often effective when aminophylline or 
other xanthines fail, because it produces up to 75% 
higher theophylline blood levels than equivalent 
doses of aminophylline. Depend on Choledyl to 
relieve bronchospasm, coughing and wheezing .. . 
to increase vital capacity... to ease expectoration. 


CHOLEDYL 


THE CHOLINE SALT OF THEOPHYLLINE brand of oxtriphylline 





betters breathing... decreases wheezing 


Supplied: 200 mg. tablets (yellow); 


bottles of 100. Full dosage informa- 

tion, available on request, should 

be consulted before initiating 
i. therapy. 


MORRIS PLAINS, N.J. 
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Lifts depression...as it calms anxiety! 


Geriatric and chronically 
ill patients respond with- 
in a few days. Thanks to 
your prompt treatment 
and the smooth action of 
Deprol, her depression 
is relieved and her anxi- 
ety calmed—often in two 
or three days. She eats 
well, sleeps well and her 
depression no longer 
complicates your basic 
regimen. 


For geriatric and chronically ill patients — 


a smooth, balanced action that lifts depression 


as it calms anxiety...rapidly and safely 


Balances the mood—no “seesaw”’ effect of 
amphetamine-barbiturates and ener- 
gizers. While amphetamines and energizers 
may stimulate the patient — they often 
aggravate anxiety and tension. And 
although amphetamine-barbiturate combi- 
nations may counteract excessive stimula-, 
tion — they often deepen depression. 


In contrast to such “seesaw” effects, Deprol 
lifts depression as it calms anxiety. 


Dosage: Usual starting dose is 1 tablet q.i.d. When necessary, 


this may be gradually increased up to 8 tablets q.i.d. 


Acts swifily—the patient often feels better, 
sleeps better, within two or three days. 
Unlike most other antidepressant drugs, 
Deprol relieves the patient quickly — often 
within two or three days. 


Acts safely—no danger of hypotension or 
liver damage. Deprol does not cause hypo- 
tension, tachycardia, jitteriness, or liver 
toxicity. It can be safely administered with 
basic therapies. 





“Deprol* 


Composition: 1 mg. 2-diethylaminoethy] benzilate hydrochloride 


(benactyzine HCl) and 400 mg. meprobamate. 
Supplied: Bottles of 50 light-pink, scored tablets. Write for 
literature and samples, | 





© WALLACE LABORATORIES 
LW \Cranbury, N. J. 
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Parkinson’s 
Disease 


Trihexyphenidy! HCI Lederle 


Jesloied moved, ) dteicpla Line fulelliie 


ARTANE is well suited to the needs of the greatest number of 
patients.2 Improves rigidity, akinesia and mental depression. 
Controls oculogyria ...remarkably free of toxic reactions. 


Indicated: All types of Parkinsonism, and to controlextra- Request complete information on 
pyramidal reactions in ataractic therapy. Supplied: indications, dosage, precautions 
Tablets, 2 mg. and 5 mg.; Elixir, 2 me. /5 ce. tsp. 1. and contraindications from your 

. Lederle Representative or write 
2. Critchley, M.: Brit. M. J. 2: 1214 (Nov. 15) 1958. to Medical Advisory Department. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QQ 
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Depo-Medrol was administered intra-articularly to 118 patients 
(250 injections) for disorders including rheumatoid arthritis, 
osteoarthritis, epicondylitis, and tendinitis. 

Relief of pain and swelling was marked or complete in 104 of 
the 118 (88.1%) ; duration of response to a single injection was 
more than three weeks in 89 patients (75.4%) and more than six 


weeks in 39 of these.’ “Post-injection flare-up was practically 


non-existent.””* 


Indications and dosages 


Intra-articular, intrabursal and intra- 
tendinous injections of Depo-Medrol 
are useful for sustained anti-inflamma- 
tory effect and symptomatic relief in 
rheumatoid arthritis, osteoarthritis, 
bursitis, tendinitis, epicondylitis and 
other rheumatic disorders. 

Intra-articular dosage depends on 
the size of the joint and the severity of 
the condition. Injections may be re- 
peated, if necessary, at intervals of one 
to five weeks. A suggested dosage 
guide: Large joint, 20 to 80 mg.; me- 
dium joint, 10 to 40 mg.; small joint, 
4to 10 mg. 

For administration directly into 
bursae, dosage may be 4 to 30 mg. (re- 
peat injections are usually not needed). 

For injection into the tendon sheath, 
4 to 30 mg. is a usual range (in recur- 
rent or chronic conditions, repeat in- 
jections may be needed). 


Precautions 


Depo-Medrol for local effect is contra- 
indicated in the presence of acute 
infectious conditions. Infrequently, 
atrophic changes in the dermis may 
form shallow depressions in the skin 
at the injection site, but these usually 
disappear in a few months. 


Depo-Medrol 40 mg. per cc. 
Each ce. contains: 
Medrol (methylprednisolone) 


REPRMES 65s cewae<eniiacnens 40 mg. 
Polyethylene glycol 4000 ... 29 mg. 
Sodium chloride ....... viele: Sat Mey 
Myristyl-gamma-picolinium 

et erp 0.19 mg. 


Water for injection ........ q.s. 
Supplied: 1 cc. and 5 cc. vials 

20 mg. per cc. 

Each cc. contains: 

Medrol (methylprednisolone) 


BOMRG is osiievaie bs sian 20 mg. 
Polyethylene glycol 4000 ... 29.6 mg. 
Sodium chloride ........... 8.9 mg. 
Myristyl-gamma-picolinium 

MOTIOG on col aaita sees cos 0.19 mg. 
Water for injection ........ q.s. 


Supplied: 5 ce. vials 

1. Norcross, B. M., and Winter, J. A.: 
Methylprednisolone acetate: a single 
preparation suitable for both intra- 
articular and systemic use, New York 
J. Med. 61:552 (Feb. 15) 1961. 
*Trademark, Reg. U.S. Pat. Off. 
methylprednisolone acetate, Upjohn 


The Upjohn Company, Kalamazoo, Michigan 
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Alpha-Keri makes dry skin feel soft and smooth immediately . . . soothes the skin 
and stops itching. Alpha-Keri deposits a microfine, lubricant-moisturizing 
oil film over the entire skin area... hydrating the keratin and preventing 
it from drying out. It is particularly effective in replacing the action of 
skin lipids lost by the dehydrating effects of soap, water and weather. 
Alpha-Keri may be added to the bath or sponged on the wet skin while 
showering. 





Alpha-Keri is the first and only completely water-dispersible, antipruritic oil com- 
bining mineral oil and a keratin moisturizer. Contains Kerohydric® (brand 
of dewaxed, oil-soluble, keratin-moisturizing fraction of lanolin), mineral 
oil and a special nonionic emulsifier. Alpha-Keri disperses immediately and 
completely in water. Available in bottles of 8 fl. oz. 


Alpha eri’ 
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more effective, 
more pleasant 


way to treat 





the bath 


or shower 





dry...itchy skin 









Write for samples and literature. 


WESTWOOD PHARMACEUTICALS 
BUFFALO 13, NEW YORK 
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INFORMATION FOR AUTHORS 


The editors of Geriatrics invite physicians to submit original 
papers in the field of geriatric-medicine. Interest and value to the 
practicing physician are paramount. 


Manuscripts should be typewritten, double spaced. Recommended 
length is from 3,500 to 5,000 words. Authors’ full names, academic 
or professional affiliation, and complete addresses should be in- 
cluded. No more than three names should be listed. Credit to con- 
tributing workers may be given in a footnote. 


Titles should consist of 4 to 6 words. References should be kept 
to not more than 20 citations and should be typed on a separate 
sheet. Both journal and book references should follow the style of 
the Index Medicus. References are to be numbered and listed con- 
secutively as they appear in the manuscript. A summary of 40 to 
60 words for use at the head of the article should accompany the 
manuscript. 

GERIATRICS encourages the use of iliustrations. Art work and 
photographs must be clear, sharp, and suitable for good reproduc- 
tion. Each illustration should be fully identified with author’s name 
and with figure number and should be accompanied by cutlines 

numbered to correspond. Tables must be well organized, clear, and 
S 
accurate, and each should be typed on a separate sheet. 

Galley proofs and reprint order cards will be submitted to the 
senior author well in advance of publication date. Manuscripts 
should be directed to the Editorial Department, Geriatrics, 84 
South Tenth Street, Minneapolis 3, Minnesota. 


GERIATRICS, MAY 1961 7A 















Your Varicose Patients 


Help them to a more active and comfortable life with Kendrick 
designed elastic stockings. 

Kendrick has developed elastic stockings for the many types of 
varicosities, from the mildest to the most severe. Stockings are 
available in one and two-way stretch models, from sheer extra 
light to heavy weight and in proportioned lengths to the groin. 


And, all Kendrick stockings are knitted of live rubber to pro- 
vide the resilience necessary for proper vein support at all times. 
Your patients will get the exact elastic stockings required to help 
relieve their specific varicosities at your local Kendrick surgical 


supply dealer — an expert in fitting and recommending proper 
supports. 
Prescribe KENDRICK — over 100 years experience in manu- 


facturing Elastic Stockings and Elastic Supports for all parts 
of the body. 


JAMES R. KENDRICK COMPANY, INC. 
Philadelphia 44, Pa. New York 16, N. Y. 
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(nandrolone phenpropionate injection, Organon) 


once every 7 to 14 days provides 
safer, sustained anabolic revitalization 
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Fluoxymesterone (oral) 


Testosterone propionate (i.m.) 


anabolic / androgenic | duration 






3-4 days 
1 day 





Methyltestosterone (oral) 





1 day 





Norethandrolone (oral) 





1 day 








Durabolin (i.m.) 








7-10 days 














gray bar shows relative 





Chart adapted f e, F 1. St. M.A. lune) 1960 

Green bar represents anabolic potency; 
androgenicity 

Supplied: 5-cc. vials, 1-cc. ampuls (box of 3) 


25 mg. nandrolone phenpropionate/cc. Organon Inc., West Orange, N. J. 
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The first full-range medication 
for chronic gout and gouty arthritis 





. NEW 


provides comprehensive treatment by combining in 
one convenient dose: 


FLEXI N® Zoxazolamine?: the most potent uricosuric 
agent available'-4 


Colchicine: time-tested specific for gout—effective 
in preventing acute attacks':5.6 


TYLENOL-® Acetaminophen: effective, nonirritating 
analgesic? which does not interfere with uricosuric 
action®.9 


the triple therapeutic action of TRIURATE provides all 
these clinical benefits: 


* promotes maximum urinary urate excretion 
+ markedly reduces serum uric acid 
relieves Chronic pain and discomfort 
+ lessens frequency and severity of acute attacks 
: facilitates resorption of existing tophi... 
prevents formation of new deposits 
+ helps restore mobility 
maintains effectiveness with minimal side effects 


Trade-mark 


Average Dose: One tablet three times a 
day after meals. Literature on method 
of administration and dosage is avail- 
able upon request. 


Supplied: TRIURATE is available as 
beige, scored tablets, imprinted 
McNEIL, bottles of 50. 


(1) Boland, E. W.: World-Wide Abstracts 
3:11, 1960. (2) Kolodny, A. L.: J. Chron. 
Dis. 11:64, 1960. (3) Talbott, J. H.: 
Arth. & Rheumat. 2:182, 1959. (4) 
Burns, J. J.; Yii, T. F.; Berger, L., and 
Gutman, A. B.: Am. J. Med. 25:401, 
1958. (5) Beckman, H.: Pharmacology 
in Clinical. Practice, Philadelphia, 
Saunders, 1952, pp. 515-516. (6) Tal- 
bott, J. H.: J. Bone & Joint Surg. 
40-A:994, 1958. (7) Batterman, R. C., 
and Grossman, A.: J.A.M.A. 159: 1619, 
1955. (8) Connor, T. B.; Carey, T. N.; 
Davis, T., and Lovice, H.: J. Clin. Invest. 
38:997, 1959. (9) Reed, E. B.: Unpub- 
lished data. 


TU.S. Patent No, 2,890,985 


McNEIL LABORATORIES, INC + PHILADELPHIA 32, PA. McNEIL 
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an important solution 
in the management 
of resistant 


staphylococcus infections 


VANGUGIN 


(vancomycin, Lilly) 
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HB Staphylococcus resistance to 
Vancocin has not been 
a clinical problem 
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3 


10 


Fold Increase in Resistance 


Number of Transfers 


DEVELOPMENT OF RESISTANCE BY STAPH. AUREUS TO VAN- 
COCIN AND PENICILLIN—Development of resistance to Vancocin has 
not yet been demonstrated clinically. It is even difficult to “force” devel- 
opment of resistance in laboratory studies. 


Vancocin is bactericidal in readily achieved se- 
rum concentrations. 





Vancocin is effective against antibiotic-resistant 
gram-positive pathogens. Cross-resistance does 
not occur. 

Vancocin averts the development of antibiotic- 
resistant organisms. 

Supplied: 

Only as Vancocin, I.V., 500 mg., in 10-cc. rubber-stoppered 


ampoules. Before administration, the physician should con- 
sult essential information contained in the package. 
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PABALA’ 


“superior to aspirin’ 










and with a “higher ‘therapeutic index 


When sodium should be avoided— 
TE-SODIUM FREE 


When conservative steroid therapy is indicated— 


PABALATE-HC 


Pabalate with Hydrocortisone 


1. Barden, F.W., et al.: J. Maine M. A. 46:99, 1955. 
2. Ford, R.A., and Blanchard, K.: Journal-Lancet 78:185, 1958. 


A. H. ROBINS COMPANY, INC., RICHMOND 20, VIRGINIA 


an active 


hand in 


once again, 


“domg? = 


In each yellow enteric-coated 
PABALATE tablet: 


Sodium salicylate (5 gr.) 
0.3 Gm. 
Sodium para-aminobenzoate 
(5 gr.) 0.3 Gm. 
Ascorbic acid......£ 


n each pink enteric-coated 
PABALATE-SODIUM FREE 
tablet: 


Same formula as PABALATE, 
with sodium salts replaced by 
potassium salts, 


Ineach light blue enteric-coated 
PABALATE-HC fablet: 


Same formula as PABALATE- 
SODIUM FREE, plus hydrocor- 
tisone (alcohol) .. . 2.5 mg. 


Making today’s medicines with 
integrity... seeking tomorrow’s 
with persistence. 





from emotional instability to the 


eeeeeecesceseeeeseseeeeeeeeseeeeese 


continuous, 24-hour cerebral oxygenation for the aging patient. By 
stimulating respiratory and circulatory function, GERONIAZOL TT* 
relieves mental confusion, depression, anxiety, and emotional insta- 
bility—frequent problems in patients after forty—due to presenile 
changes in the vasculature of the brain. Notable benefit usually is 
seen within one to three weeks of therapy. It improves appetite, 
sleep pattern, and outlook—and GERONIAZOL TT* is non-hypertensive, 
non-excitatory. 


Neither a tranquilizer nor a psychic energizer, GERONIAZOL TT* 


provides a physiologic stimulation of the cerebrum to permit the 
patient to adjust to his surroundings, become part of life itself 
again—and attain the right frame of mind. 


T. R., and Phelps, D. K.: Am. Pract. & Dig. Treat. 11: 617, 1960. 
: J.A.M.A, 153: 1260,.195 Connolly, R.: W. Va. Med. J, 56: 263, 1960. 


GERONIAZOL TT’ 


*TEMPOTROL® (Time Controlled Therapy) 


Rejerences: . 


COLUMBUS 
Columbus 16, Ohio 


PHARMACAL COMPANY affiliate of PHILIPS ROXANE, INC. 





ght frame of mind 


Each TEMPOTROL contains: 
Pentylenetetrazol, 300 mg.; and 
Nicotinic Acid, 150 mg. 
Indications: Respiratory and cir- 
culatory stimulant for the aged and 
debilitated with symptoms of mental 
confusion, depression, anxiety or 
arteriosclerotic psychosis. 
Contraindications: None known in 
recommended dosage. 

Dosage: One GERONIAZOL TT* 
tablet, b. i. d. 


Supplied: Bottles of 42 tablets (3 
weeks’ treatment). 
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G EVR ESTIN 


Geriatric Vitamins—Minerals—Hormones—d-Amphetamine Lederle 








one capsule every wore supplements the diet to help achieve 
proper balance: + nutritionally = metabolically « mentally 


eS 





Each dry-filled capsule contains: Ethinyl Estradiol, as Calcium Ascorbate, 50 mg. ¢ l-Lysine Mono- 
0.01 mg. * Methyl Testosterone, 2.5 mg. © d-Am- hydrochloride, 25 mg. * Vitamin E (Tocopheryl Acid 
phetamine Sulfate, 2.6 mg. * Vitamin A (Acetate), Succinate), 10 Int. Units ¢ Rutin, 12.5 mg. ¢ Fer- 
5,000 U.S.P. Units * Vitamin D, 500 U.S.P. Units rous Fumarate (Elemental iron, 10 mg.), 30.4 mg. 
¢ Vitamin Bie with AUTRINIC® Intrinsic Factor * Iodine (as KI), 0.1 mg. ¢ Calcium (as CaHPO:), 
Concentrate, 1/15 N.F. Oral Unit ¢ Thiamine 85 mg. ¢ P hosphorus (as CaHPO,), 27 mg. ® Fluorine 


Mononitrate (Bi), 5 mg. * Riboflavin (Be), 5 mg. (as CaFe), 0.1 mg. *© Copper (as CuO), 1 mg. * 
¢ Niacinamide, 15 mg. * Pyridoxine HCl (Be), 0.5 Potassium (as K2SOu), 5 mg. © Manganese (as 
mg. * Calcium Pantothenate, 5 mg. ¢ Choline Bitar- MnOz), 1 mg. © Zine (as ZnO), 0.5 mg. * Magne- 
trate, 25 mg. * Inositol, 25 mg. * Ascorbic Acid (C) sium (MgO), 1 mg. Supply: Bottles of 100 and 1,000. 


Request complete information on indications, dosage 


, precautions and contraindi- 
cations from your Lederle representative 


or write to Medical Advisory Department. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QD 
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A DISCUSSION: PART I 


the first of two parts of a discussion on the significance 


of Metrecal in the management of obesity 


THE EDWARD DALTON GOMPANY 


A Division of Mead Johnson & Company 











From the time of its introduction in late autumn of 1959, the professional acceptance 
of Metrecal brand dietary for weight control—the product and the concept—has been 
widespread and sustained. 


During this brief interval a considerable body of successful experience has accrued 
—both from clinical studies and physician observation. 


During the same period, many questions have arisen (some fundamental) and have 
gained some attention, with relation to the safety and efficacy of the product in the 
personal and professional management of obesity. 


The incidence of such questions is not unexpected in view of the fact that Metrecal 
is an essentially simplified approach to overweight, a problem that (1) is one of the 
oldest of the chronic ills of man, (2) is widespread in the United States today in the 
sense of including virtually half of the adult population, and (3) is dangerous both 
as such and for the degree to which it aggravates other disease entities. 


These questions have resulted in an element of confusion which has been compounded 
by a host of products which (while seemingly imitative to the concept) offer a wide 
degree of variability in (1) their nutritional composition, (2) the extent of their 
technical validation, and (3) the responsibility of their accompanying claims. 
This, therefore, is the first of a discussion in two parts, prepared expressly for the 
medical and allied professions. 


Part I of this piscussion begins with a restatement of certain aspects of obesity 
which are fundamental to sound diagnosis and therapy, notwithstanding the appar- 
ently elementary principles they represent. With these clearly in mind, Metrecal, 
both concept and product, will thereafter be evaluated in detail. 


Part II of this piscussion will be published shortly in this journal and will be con- 
cerned with clinical evidence and other supportive data which clearly substantiate 
the medical and nutritional rationale for Metrecal as presented here. In these terms, 
it should be possible objectively and constructively to comment on such topics, as: 
(1) its safety and effectiveness for short- and long-term use; (2) practicability in use 
in comparison with restricted diet or appetite-depressant drugs, and (3) whether it 
militates against the return to so-called “usual foods” or dietary regimens conducive 
to the cohesiveness of the family as a social unit. 


Metrecal is supported on a continuing basis by clinical investigations of consider- 
able scope and penetration. The practice-oriented data resulting from these studies 
will be similarly presented from time to time as a service to the medical and allied 
professions, in future issues of this journal. 
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Elementary considerations 


Obesity is due to the intake of more energy than 
is expended, i.e., simple overeating as compared 
to needs. 

When seeing an obese patient for the first time, 
a physician’s thoughts may be summarized as 
follows: 


Why is the patient obese? 

Is obesity due to psychological or emotional fac- 
tors? neurosis? loneliness? disappointment? 
boredom? compulsion? or is it due to an attempt 
to escape from an unfeeling world? 

Is overeating related to the eating habits of the 
family? 

Is there an endocrine imbalance as a basis for 
obesity ? 

Is obesity in this patient a familial tendency? 
Are siblings likewise obese? 


Is the patient a between-meal “nibbler”’? 


How can I most successfully persuade 
this patient to reduce? 

I can advise, and encourage; 

I can appeal to a desire for an improved appear- 
ance; 

I can frighten with facts on the susceptibility of 
obese older persons to degenerative diseases 
(such as diabetes, arteriosclerosis and _ heart 
disease) ; 

I can emphasize the increased comfort and mo- 
bility that comes from reducing—no more ab- 
dominal supports, or tight-fitting clothes, or 
wheezing, or being laughed at; 

Since obesity is a symptom, I can try to 
determine the primary cause and establish a 
reasonable goal (weight loss, and at least partial 
resolution of the primary cause) toward which 
the patient can strive; 

I can emphasize the decreased life expectancy 
of the obese; 

I can explain the increased risk, and longer con- 
valescence, if extensive surgery is ever needed. 


What are the real dangers (or “costs” ) 


of overweight? 


1. Increased rate of mortality (shorter life on 
the average); 


2. Appearance not as socially acceptable; 
3. Reduced physical capacity and mobility; 


4. Increased susceptibility to certain degenera- 
tive diseases: diabetes, arteriosclerosis, heart 
disease; 


5. Increased surgical risk. 


What can I do to aid this patient? 


Prescribe drugs to reduce appetite! But I know 
their effects are short-lived and they may have 
some undesirable reactions. 


Undertake psychotherapy! But this is time-con- 
suming and expensive. I can be most effective 
by just listening and counseling. 


Suggest a low-calorie diet of usual foods! But 
this usually is not very successful because what 
is intended as a 1000-calorie diet may end up 
as a 2000-calorie intake, and the patient gets 
discouraged because significant weight loss is 
not achieved. I haven’t time to discuss with each 
patient the thermal qualities of each food and its 
calorie equivalent—and most patients couldn’t 
care less. 

Educate the patient to proper eating habits! 
This is the essence of the problem. To develop 
adequate motivation, significant weight loss 
must be attained promptly, without excessive 
hunger, with adequate nutrition, with a mini- 
mum of temptation, and with the avoidance of 
decisions on whether to eat or not to eat attrac- 
tive high-calorie foods, and how much. 


Now, the physician can prescribe a dietary for 
weight control that was designed to meet the 
basic medical objectives necessary for intelli- 
gent management of the obese patient. This 
means the complete substitution of a measured 
amount of a nutritionally adequate food for all 
usual foods for a period of time. 
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The abbreviated charts on the following pages 
describe the composition, analysis, essential fea- 
tures, and qualities of Metrecal dietary for 
weight control. These seemingly elementary 
considerations describe a product designed to 
meet a widespread therapeutic need; adequately, 
uniquely, safely, and simply. 
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the composition of Metrecal 


Metrecal contains a high percentage of protein and a moderate 
amount of fat. These contribute to the appetite- and hunger-satis- 
fying qualities of Metrecal. 
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vitamins in Metrecal 


Metrecal supplies even more vitamins than recommended for the 
average adult. Vitamins are essential to health, and all are present 
in adequate amounts in Metrecal. 


ing rats fed Metrecal or a casein control ration ad libitum. This 
indicates that Metrecal is a nutritionally complete food. 
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sodium content of Metrecal 


Metrecal supplies approximately 900 mg. of sodium per 900 cal- 
ories. This is a desirable intake for obese or hypertensive patients. 
Where profuse sweating occurs, the ingestion of additional salt 
may be specified. 
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minerals in Metrecal 


Metrecal provides from 150% to 266% of the Minimum Daily 
Requirements for calcium, phosphorus, iron and iodine. Metrecal 
also supplies adequate amounts of all other minerals known to be 
required by normal persons. 
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Metrecal protein is nutritious 


Evaluation of the nutritional quality of the protein in Metrecal 
shows that the protein is as nutritious as casein—the standard 
for such studies. 
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Metrecal is a quality product 


Metrecal is tested thoroughly—396 tests and assays are completed 
before Metrecal is released. 
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essential fatty acids in Metrecal 


Metrecal supplies ample quantities of the polyunsaturated “essen- 
tial fatty acids.” Linoleic and linolenic acids constitute 33% of 
the fatty acid contents of Metrecal, and more than % of the fatty 
acids in Metrecal are unsaturated. 
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amino acid content of Metrecal is ample 


Metrecal supplies significant amounts of all amino acids, includ- 
ing ample quantities of each amino acid which is essential in 
human nutrition. 
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Metrecal is effective 


Calories are required to maintain body temperature and support 
muscular activity. If an obese sedentary person requires 2300 cal- 
ories and ingests 900 calories as Metrecal, there will be a “‘cal- 
orie deficit” of 1400 calories. This will be met by oxidation of 
body fat, as shown in the chart. Such a person, limited strictly to 
900 calories per day as Metrecal, would lose 2.4 pounds of fat 
each week. 








The foregoing Part I of a DISCUSSION on the above 
subject has summarized certain elementary concepts 


on obesity and defined Metrecal. 


In Part II of this DISCUSSION, to be published soon in 
this journal, the Edward Dalton Company will sum- 
marize the clinical data’ validating the effectiveness 
of Metrecal, and comment on certain misconceptions 
arising from its successful attack on the problem of 
obesity in American life. 

References: (1) Antos, R. J.: Southwestern Med. 40:695-697 (Nov.) 1959. (2) Roberts, 
H. J.: Am. J. Clin. Nutrition 8:817-832 (Nov.-Dec.) 1960. (3) Tullis, I. FE: J. Mississippi 


M. A. 1:636-638 (Dec.) 1960. (4) Tullis, I. F and Allen, C. E.: Clinical Experiences 


with a Simple Weight-Reducing Formula, Current Therapeutic Research, in press. 


Edward Dalton Co. 


e A DIVISION OF 
4 MEAD JOHNSON & COMPANY 


EVANSVILLE 12, INDIANA 


Quality products from nutritional research 











4 Great 
earing Aids 


WITH EXTRA POWER, 
EXTRA PERFORMANCE 


from ZENITH 


...Of course! 


Here’s further evidence of Zenith’s 
fulfilment of responsibility to those 
who suffer from hearing loss. Four 
great hearing aids for those whose 
particular hearing loss requires extra 
power, proven performance! As with 
every hearing aid bearing the Zenith 
name, they bring the user all of 
Zenith’s world-famous quality and en- 
gineering advances. 


As you know, Zenith has always recom- 
mended that those with a hearing problem 
see a physician prior to the purchase of a 
hearing aid. You can feel assured when 
recommending a Zenith Hearing Aid that 
your patient will have the finest in quality 
and performance. Equally important will 
be the understanding, skilled assistance 
and dependable service facilities provided 
by Zenith Hearing Aid dealers. 


*Your patient purchases lenses and frame of his 
choice from his own eyeglass specialist. 
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“LIVING SOUND"e 
HEARING AIDS 





For those with severe hearing loss 


SUPER R-—Features an advanced 
new Zenith circuit design for out- 
standing amplification and power, 
plus improved battery economy in a 
lightweight instrument. Telemike cir- 
cuit permits easy use of telephone 
by eliminating room noises. 


Suggested Retail Price $250 





EXTENDED RANGE —A high fidelity 
hearing aid that reproduces and am- 
plifies almost twice the range of 
sounds over previous Zenith model. 
Greater naturalness and improved 
tone quality makes voice and other 
sound identification easier. Phone 
voices can be clearly understood 
with the special Telemike switch. 


Suggested Retail Price $225 








REGENT®-—For those with really 
severe hearing loss. Delivers up to 
30-40 times the electrical power of 
an average hearing aid...yet weighs 
less than 3 oz. Power regulator 
switch provides four different power 
level adjustments for progressive 
hearing impairments. 


Suggested Retail Price $195 
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DYNA-RANGE-—Now, slim styling and convenience of a 
Zenith eyeglass* hearing aid with the power necessary 
for those with severe hearing loss. A new, improved 
4-transistor power circuit and “‘float-mounted” Perma- 
phone® gives it the performance of many conventional 
models. For monaural or binaural (2 instruments re- 


quired). use. 





Suggested Retail Price $275 


omen WRITE FOR INFORMATION TODAY----~-~— 
E. M. Kinney, Vice President 
Hearing Aid Division, Zenith Radio Corp., Dept. 97S 
6501 W. Grand Avenue, Chicago 35, Illinois 


Please send me the 
complete story 
about the newest 
Zenith “Living 
Sound®” Hearing 
Aids. 
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Winslow Homer "THE HERRING NET" Art Institute of Chicago. 





Strain is a necessary component of man’s efforts to move his external 
environment, but all too often brings on extreme pain and trauma when hard 
stools are moved after repair of rectal disorders. Metamucil adds soft, bland 
bulk to the bowel contents to stimulate normal peristalsis and also hold 
water within stools to keep them soft and easy to pass. Thus Metamucil, 
with an adequate water intake, is of great help in minimizing painful trauma 
to postsurgical rectal tissue. Metamucil promotes regularity through 
‘‘smoothage”’ in all types of constipation. 


® 
M / brand of psyllium hydrophilic mucilloid Jy i 


Available as regular Metamucil or as the new lemon-flavored Instant Mix Metamucil 
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TO FUTURE ISSUES 





fi Urologic Problems of the Elderly are 
common and may involve any portion of the 
urinary tract and the male genital tract, 
write R. H. Flocks and B. J. Begley of the 
Department of Urology, University of Iowa 
College of Medicine. These problems may 
require careful evaluation and therapy even 
though the patient is being treated primarily 
for a nonurologic condition. The treatment 
of urologic problems may be surgical or 
medical or both. The authors stress that the 
social and environmental situation of the 
patient must be seriously considered when 
treatment is outlined. 


Sf In order to study the relationship be- 
tween Aortic Stenosis and Sudden Death 
in the Aging, Alfred H. Lawton and Morris 
W. Dexter of the Veterans Administration 
Center, Bay Pines, Florida, reviewed the 
records of 20 men with an average age of 
63, who had aortic stenosis as the chief final 
clinical or postmortem diagnosis. It was 
found that socially, clinically, and patho- 
logically, this group of patients closely re- 
sembled any other group of patients in the 
same hospital who died from cardiac disease. 
In this group of mature and aged men, 
no evidence could be found that sudden, un- 
explained death occurred which could be 
attributed solely to aortic stenosis. 
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PI The elderly driver has been accused of 
being a road hazard and of being responsi- 


ble for more than his share of the ever- 
mounting number of automotive accidents, 
according to Donald P. Kent and Geraldine 
B. Novotny, Institute of Gerontology, Uni- 
versity of Connecticut, writing on Age and 
Automotive Accidents. However, examina- 
tion of existing data and studies reveals in- 
sufficient evidence to warrent this conclu- 
sion. Periodic examinations and other meas- 
ures designed to decrease accidents are ap- 
propriate for all age groups. To single out 
the aged is discriminatory. 


a Are there certain characteristics which 
affect the hospital discharge of the Geriatric 
Psychiatric Population? In order to answer 
this important question, Morse P. Manson, 
chief of the Counseling Psychology Services, 
Veterans Administration Hospital, Sepul- 
veda, California, made a comparative study 
of 195 such patients who remained in the 
hospital and 80 patients who were dis- 
charged. He found no significant differences 
between the two groups in regard to race, 
age, marital status, and number of diagnoses. 
The death rate of the discharged group was 
one-half that of the group remaining in the 
hospital. He suggests that one causative fac- 
tor for discharge of patients is the motivation 
of staff members to move patients. 
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for “special-problem” patients...when corticosteroid therapy is indicated 


Aristocort 





in rheumatoid arthritis 


Aristocort 


Triamcinolone LEDERLE 
UNSURPASSED “GENERAL-PURPOSE” STEROID 
OUTSTANDING FOR “SPECIAL-PURPOSE” THERAPY 


ARISTOCORT Triamcinolone has long since proved its wnsurpassed efficacy and relative 
safety in treating rheumatoid arthritis. Mounting clinical evidence has shown that 
ARISTOCORT is also highly valuable for the “special-problem” arthritic—the patient who, 
because of certain complications, was hitherto considered a poor candidate for cortico- 
steroids. 


for example: 
SPECIAL PROBLEM: ANXIETY-TENSION 


When triamcinolone was used, euphoria and psychic unrest rarely occurred. (McGavack, 
T. H.: Clin. Med. 6:997 [June] 1959.) 


SPECIAL PROBLEM: OVERWEIGHT 


No patient developed voracious appetite on triamcinolone. Preferable for the overweight 
person whose appetite is undesirably stimulated by other steroids. (Freyberg, R. H.; 
Berntsen, C. A., Jr., and Hellman, L.: Arthritis & Rheumatism 1:215 [June] 1958.) 


SPECIAL PROBLEM: EDEMA 


Since it does not produce edema, triamcinolone is useful in rheumatoid arthritis patients 
with cardiac decompensation who need steroid therapy. (Hollander, J. L.: J.A.M.A. 
172:306 [Jan. 23] 1960.) 


SPECIAL PROBLEM: HYPERTENSION 


Triamcinolone may be included among the currently available antirheumatic steroids 
having the least tendency to cause sodium retention. (Ward, L. E.: J.A.M.A. 170:1318 
[July 11] 1959.) 


Hypertension did not result from triamcinolone therapy. Existing hypertension was 
reduced sometimes. This may have been due to lack of sodium retention. (Freyberg, R. H.; 
Berntsen, C. A., Jr., and Hellman, L.: Arthritis & Rheumatism 1:215 [June] 1958.) 


Precautions: Collateral hormonal effects generally associated with corticosteroids may be 
induced. These include Cushingoid manifestations and muscle weakness. However, sodium and 
potassium retention, edema, weight gain, psychic aberration and hypertension are exceedingly 
rare. In the treatment of rheumatoid arthritis, dosage should be individualized and kept at the 
lowest level needed to control symptoms. Dosage should not exceed 36 mg. daily without potas- 
sium supplementation. Drug should not be withdrawn abruptly. Contraindicated in herpes 
simplex and chicken pox. 


Supplied: Scored tablets — 1 mg. (yellow); 2 mg. (pink); 4 mg. (white); 16 mg. (white). 
Also available — syrup, parenteral and various topical forms. 


Request complete information on indications, dosage, precautions and contraindica- 
tions from your Lederle representative or write to Medical Advisory Department. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear! River, N.Y. 
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Chux’® Disposable Underpads Chix® Adult Gauze Diapers 


Controls fluid and fecal discharges while With extra absorbent center panel 
keeping bed linen clean and dry. Medi- _ offering complete protection for both 
cated to help prevent skin irritation. bedridden and ambulatory inconti- 
Available (138” x 17%” and 17%” x 24”) nents. Fits any waist size up to 44”. 








Send for free booklet “Home Care of the Incontinent” 








consider the person who provides the care. 


These home nursing aids are available in drug departments everywhere. 


Chix” Cleaners 
Soft, disposable, fabric 
tissue. Used wet or dry 
as an ointment applicator 
or rectal wipe. 


PROFESSIONAL PRODUCTS DIVISION CHICOPEE MILLS, INC. 47 Worth Street, New York 13, N.Y. 
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If postcoronary management is 
of special interest to you, 
consider the demonstrated value 
of sublingual heparin . . . 


“In a controlled clinical study of 260 postcoronary 
patients, one-half were given sublingual heparin and 
one-half received conventional treatment. During 
the period of observation, averaging more than 2 
years per patient, there were 12 recurrent infarctions 
in the heparin-treated group and 38 in the control 


group. This difference is statistically significant.” 
Fuller, H. L.: Angiology 1/:200 (June) 1960. 





Simple and safe for long-term therapy, Clarin* (sublingual heparin) effectively con- 
trols the prolonged postprandial lipemia associated with atherosclerosis by facilitating 
the normal physiologic breakdown of fats. Unlike parenteral heparin, the use of Clarin 
requires no clotting-time or prothrombin determinations. The antilipemic activity of 
each manufactured lot of tablets is confirmed by sublingual control tests in animals. 





Indication: For the management of hyperlipemia - 
associated with atherosclerosis, especially in the 

postcoronary patient. Dosage: After each meal, 
hold one tablet under the tongue until dissolved. 


Supplied: Bottles of 50 pink, sublingual tablets, mi 

each containing 1500 I.U. heparin potassium. re | ri in 
An informative booklet, “Hyperlipemia, Heparin ; 
and Management of the Postcoronary Patient,” (sublingual heparin potassium, Leeming) 
is available from Thos. Leeming & Co., Inc., 


155 East 44th St., New York 17, N. Y. 
*Registered trade mark. Patent applied for. 
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NOYG Keron 


Squibb Chloral Mydrate 


AND THE REST IS EASY! Noctec (Squibb Chloral Hydrate) invites refreshing sleep 
—gently, safely. Virtually free of side effects (including preliminary excitement or resultant “hang- 
over” commonly observed with barbiturates) , Noctec is conservative sleep therapy for patients of all 
ages. In recommended doses, Noctec may also be prescribed when heart disease or other illness is pres- 
ent «in psychiatric complications + during the first stage of labor - for pre- and postoperative sedation. 


Dosage: Adults—1 or 2 (500 mg.) (7% gr.) capsules or 1 or 2 teaspoonfuls of 


Noctec Solution 15 to 30 minutes before bedtime. Children—for hypnosis--25 mg. For full aoe { crm ri SQUIBB 
: ° ; y wei s i ' N rs . 
per lb, of body weight; for sedation, 5 to 10 mg. per lb. of body weight. ee your Squi i LY Squibb Quality— 
ey y 
<a 


44 Prod Ref 
Supply: 500 mg. (7% gr.) and 250 mg. (3% gr.) capsules. Solution, 500 mg., os Pied Sine \ the Priceless Ingredient 


(7% gr.) per 5 cc. teaspoonful. ‘Noctec’® is a Squibb trademark. 
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The Aging American: An Introduction 

to Social Gerontology and Geriatrics 
MILTON L. BARRON, Ph.D., 1961. New York: Thomas 
Y. Crowell Co. 241 pages. $7.50. 

In this book Professor Barron, chairman of 
the Department of Sociology and Anthro- 
City College of New York, 
reader to social gerontology 


pology of the 
introduces the 
—the study of the aging process—and social 
geriatrics—the medical specialty concerned 
with old age. Several of the chapters have 
appeared in professional journals. These, 
along with much new material, comprise a 
useful and readable volume. 

“The Aging American” is especially de- 
signed to meet the needs of students in the 
courses in gerontology expected to develop 
within such university departments as_so- 
ciology and psychology. After tracing the 
evolution of gerontology and geriatrics, the 
author identifies the major problems of old 
age: inadequate income, poor physical 
health, mental and emotional disorders, and 
deficient social participation and recreation. 

In his section on gerontologic theory, Dr. 
Barron demonstrates that the aged in Amer- 
ican society, particularly those who did not 
retire from employment voluntarily, may be 
considered sociologically as a “quasi-minor- 
ity” group. He points out that a primary 
reason for inadequate preparation for old 
age fact that 
norms today determine what is 


“stems from the whatever 
desirable 
for the aged and govern the nature of such 
preparation and planning have been formu- 
lated mostly by professional educators, 
physicians, clergymen, social workers, and 
industrial and business personnel; that is, by 
typically middle-class spokesmen.” His argu- 
ment that resulting programs and services 
may fail because of their lack of meaning 
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All books intended for review 

and ali correspondence relating to 
this department should be sent 

to Book Editor, GERIATRICS, 

84 South Tenth Street, 
Minneapolis 3, Minnesota. 


and appeal to old people of lower social 
and economic strata is persuasive; his con- 
tention that the labor unions have ranged 
“from indifferent to hostile in their attitudes 
to techniques other than pensions for im- 
proving the lot of the aged,” is not. Several 
of the major labor unions are developing 
programs of preretirement counseling and 
drop-in centers. 

The reflects appropriate concern 
with the usually ignored but crucial middle 
which Dr. Barron 


book 


considers to be 
from 30 to 60. He suggests that “the great 
unmet challenge for gerontology lies in mid- 


years, 


dle age undoubtedly an important in- 
cubator for many of the problems that erupt 
in old age.” Employment difficulties are in- 
creasingly characteristic of the years after 45. 
Some of the efforts to cope 
with such difficulties by management, labor, 


constructive 


government, and private social welfare are 
described. 

In one chapter the relationship between 
religion and aging is explored. While the 
need for further better research is 
underlined, studies to date do not substan- 


and 


tiate that people turn to religion as they 
get older. 

The range of social services for the aged 
in America is surveyed and compared with 
those in Western Europe. Counseling’ serv- 
ices, while still limited, seem to have de- 
veloped further in the United States, while 
geriatric services, especially institutional, are 
more highly developed in Europe. 

A list of articles and books follows each 
chapter, and a useful bibliography of im- 
portant publications and other study aids 
forms an appendix to the book. In addition 
to drawing together needed information, Dr. 


(Continued on page 30A) 
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“..Soaps are 

likely to aggravate 
practically 

any kind of dermatitis” 


Waldbott, G. L.: Contact Dermatitis, 
p. 136, C. C. Thomas, Springfield, 1953 






AVEENO-BAR 


for soap-free cleansing 


Aveeno-Bar is a richly-lathering soap-free cleansing 
bar that contains more than 50% soothing colloidal 
oatmeal. It is particularly well-suited to cleansing 
sensitive atopic skin. 








It contains no soap whatsoever, and, unlike soap, 
contains no fatty aeids which may aggravate an 
already irritated condition. Aveeno-Bar has a pH of 
5.7 to approximate the normal pH of skin. 
It lathers richly even in the hardest water. 


Active Ingredients: Aveeno Colloidal Oatmeal; special blend of 
sudsing agents; dewaxed hypo-allergenic lanolin; hexachlorophene. 


AVEENO CORPORATION 250 WEST 57TH STREET NEW YORK 19, N.Y. 
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IT MAY BE EARLY OSTEOARTHRITIS 


The favored corticoid-salicylate compound. For more effective and comprehensive, 
yet conservative, treatment than either steroids or salicylates alone... the outstanding anti-in- 
flammatory effect of prednisone’...the supportive antirheumatic action of aspirin®?.to bring rapid 
pain relief and quiet the inflammatory process. SIGMAGEN offers less likelihood of treatment- 
terminating side effects.? SIGMAGEN is available in bottles of 100 and 1000. 


METICORTEN® (prednisone) 

Acetylsalicylic acid supportive anti-inflammatory-analgesic 
Aluminum hydroxide a buffer for better toleration 

Ascorbic acid anti-stress supplementation 


References: 1. Cohen, A., et al.: J.A.M.A, 165:225, 1957. 2. Spies, T. D., et_al.: J.A.M.A. 159:645, 1955. 
3. Stecher, R. M.: Panel Discussion, Ohio M. J. 52:1037, 1956. 
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(Continued from page 26A) 
Barron has cast the material within a_the- 


oretically reasonable framework. He chal- 
lenges stereotypes and proposes fresh ways 


of posing questions and seeking answers. A 


major contribution is the documented re- 
minder that old people do not comprise a 
homogeneous group; rather, they reflect in- 
dividual adaptations to the aging process 
with individual achievements and difficulties 
such as experienced by persons of all ages. 
GORDON J. ALDRIDGE, PH.D. 

East Lansing, Michigan 


A Syllabus of Laboratory Examinations 

in Clinical Diagnosis 

LOT B. PAGE, M.D., and PERRY J. CULVER, M.D., 
1960. Cambridge: Harvard University Press. 588 
pages. Illustrated. $12.50. 

This book is properly named. It is a syllabus 
of laboratory examinations, not a laboratory 
manual. It provides a critical appraisal of 
tests and of their interpretations and limi- 
tations in the evaluation of the patient, 
with considerably more emphasis on path- 
than in 
of this type. This volume is a complete re- 


ologic physiology previous texts 
vision of the original “Syllabus of Labora- 
tory Examinations in Clinical Diagnosis” by 
Thomas Hale Ham. There are entirely new 
chapters on inflammation and necrosis, car- 
diac catheterization, and pulmonary function 
tests. 

The principles underlying the tests are 
presented although 
enough for review by physicians who grad- 


briefly, completely 
uated more than five years ago. Limitations 


of tests and limits of error are indicated. 
The authors point out that laboratory tests 
are not a substitute for clinical diagnosis. 
A number obtained as a result of a la- 
boratory test is not an end in itself. 

Tests which may be performed by a 
physician or a house officer are given in full 
detail. More specialized tests are described 


and their principles and limitations ex- 
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plained, but reference is made to other 
works for details of their performance. 

This book is recommended to practicing 
physicians in any field who must know what 
tests to order and how to interpret the 


_results and apply them to the clinical situ- 


ation confronting them. 
HORATIO B. SWEETSER, M.D. 
Minneapolis 


Aging in Western Societies: 

A Comparative Survey 

ERNEST W. BURGESS, editor, 1960. Chicago: Univer- 
sity of Chicago Press. 492 pages. $7.50. 

This volume is a survey of the problems of 
older persons, of the socioeconomic roots of 
these problems, and of solutions for them 
adopted by societies with Western culture. 
The problems are inequality of opportunity 
for employment, inadequate income, unsuit- 
able housing, unmet needs for social service, 
insufficient provision for physical and men- 
tal health, stresses from changing family re- 
lations, lack of meaningful activities for re- 
tirement, and a paucity of significant re- 
search on the social and psychologic aspects 
of aging. In addition to chapters on these 
problems, and on policies, programs, and ac- 
tivities for the welfare of older people, there 
are case studies reporting in greater detail 
on certain pioneering projects in Western 
Europe. 

The chapter on physical health is by 
Vera J. and Jerome S. Peterson, of the Medi- 
cal Women’s International Association and 
the World Health Organization. They cover 
European studies on nutritional needs of 
older people, on metabolism, body tempera- 
ture, pulse, hemoglobin levels, blood pres- 
sure, musculature and skin, digestion, re- 
spiratory system, central nervous system, vi- 
sion, general vitality, common disorders, 
causes of mortality, care, rehabilitation, and 
illness prevention. The chapter on the men- 
tal health of the aging, by Robert W. 
Kleemeier of Washington University, re- 
ports on mental illness, mental hospitals 
and other services, and experiments in treat- 
ment and prevention, for France, the Neth- 
erlands, Denmark, Sweden, the United King- 
dom, and the United States. 


(Continued on page 32A) 
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INSPIRED RELIEF IN SECONDS 


A TEXTBOOK THERAPY FOR ASTHMA 


Just 3 to 6 inhalations of Vaponefrin relieve bronchospasm 
and restore breathing comfort 





5: -the greatest improvement (in vital 
capacity-time relationship) 
occurs during the first second.” 


Unsurpassed record of efficacy and safety 
Vaponefrin Solution (racemic epinephrine)... 

e “The preparation we have found most effective is 
called ‘Vaponefrin’.”3 

e “The deposition of a fine bronchodilator mist [such 
as Vaponefrin] on the mucosa of the bronchi and 
bronchioles of the respiratory tract presents many 
significant advantages over the parenteral use of 
epinephrine.’ 
@ May be used by hypertensive and cardiac patients; 
no appreciable effects on blood pressure, peripheral 
resistance, C.N.S., with ordinary doses.2 


Produces particles of critical micrometric 
accuracy, for maximum efficacy 
Vaponefrin Nebulizer... 


e Its exclusive baffle produces a voluminous mist of 
particles with average radii of 1 micron.! 

@ Only particles in this range can penetrate smaller 
bronchioles and alveoli for almost instantaneous 
effect.! 


Professional literature and a complimentarv office demon- 
stration set available on request. 


Supplied: Solution (2.25%) racemic epinephrine hydro- 
chloride, bottles of 7.5, 15 or 30 cc.; Nebulizers, Standard 
size and conveniently-carried Pocket size. Also Vaponefrin 
Aerosol Unit (Nebulizer and Solution). 


References: 

4. Segal, M. S., and Dulfano, M. J.: Chronic sahiabints Emphysema, New York, ; 
Grune & Stratton, 1953, p. 99. 2. Farber, S. M., and Wilson, R. H. L.: Ann. 

Int. Med. 50:1241, 1959. 3. Barach, A. L., and Cromwell, H. A.: Med. y, 
Clin. No. America, May 1940, p. 621. 4. Bickerman, H. A., and 

Barach, A, L.: Drugs of Choice, 1960-1961 (W. Modell, ed.), 

St. Louis, The C. V. Mosby Co., 1960, p. 524. 


The VAPONEFRIN Company é 

666 Fifth Avenue » New York 19, N.Y. : Documented by 
163 published 
clinical 
evaluations and 
standard textbook 
references. 
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The volume contains a tremendous array 
of factual information as well as thoughtful 
evaluation. Persons concerned with the 
aging cannot afford not to be familiar with 
this volume and its companion handbooks, 
“Psychological and Biological Aspects of the 
Aging,” edited by James E. Birren, and 
‘Social Gerontology,’ edited by Clark 
Tibbitts. 

ARNOLD M. ROSE 
Minneapolis 


An Approach to Old Age and Its Problems 


MARGARET NEVILLE HILL, C.B.E., 1961. Edinburgh, 
Great Britain: Oliver & Boyd. 132 pages. Illustrated. 
15s. Net. 

This fine little volume is the outcome of 
Mrs. Hill’s wide and unique personal ex- 


perience in the needs, understanding, and 


g, 
care of a large number of elderly people. 
The author has also drawn on the observa- 
tions and suggestions of workers in various 
fields concerned with old people. 

The author begins with a short history 
of provision for the aged and poor from 
the Middle Ages to the present. Mrs. Hill 
became a Guardian of the Poor in the early 
1930s, but she already had obtained first- 
hand knowledge of the Poor Law and its 
workings because her mother had_ served 
for many years on the local Board of Guard- 
ians at Cambridge. 

The author then continues with other in- 
teresting and informative chapters  con- 
cerned with wartime experiences of old peo- 
ple—old people living at home, or with rela- 
tives, or in residential homes. 

The now famous Hill Homes in London, 
consisting of a group of beautiful old _pri- 
vate homes with spacious gardens in a fine 
neighborhood, constitute a splendid exam- 
ple of ideal residential homes. The homes 
were founded in 1940 by Mrs. Hill, wife of 
Professor A. V. Hill, Nobel Prize winner in 
physiology. Having visited Hill Homes re- 
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cently, we feel they are a splendid monu- 
ment to Mrs. Margaret Hill’s energy, re- 
sourcefulness, understanding, and kindness 
in dealing with the problems of the aged. 

Mrs. Hill hopes that this interesting vol- 
ume may exert some influence on other in- 
terested persons to use their time and tal- 
ents to help ensure that as many as possible 
of our elderly lead natural, comfortable lives 
either in their own homes or in suitable 
dwellings among friends. The author also 
feels that much could be done to increase 
happiness and well-being for those old peo- 
ple whose health warrants it if some occu- 
pational opportunities were found. 

We concur with Mrs. Hill’s statement 
that those elderly persons who are happy 
where they are are not the concern of a 
volume such as this but that these who are 
experiencing difficulties are the concern of 
all of us. The basic principle in the care of 
the old is kindness, as she so well brings out. 

REUBEN F. ERICKSON, M.D. 
Minneapolis 


Fractures, Dislocations, and Sprains 

PHILIP WILES, M. S., 1960. Boston: Little, Brown & 
Co. 67 pages. Illustrated. $7.50. 

Everyone interested in trauma should study 
this book. Although it was originally de- 
signed for students and residents, the prin- 
ciples that are stressed and the experience 
which has been evaluated can stimulate the 
experienced specialist. 

The format is well organized and the 
roentgenograms are frequently mirror-im- 
aged by line drawings appearing on the op- 
posite page. This allows an easy and lucid 
comparison for the physician who is unini- 
tiated in the interpretation of x-ray films. 
The reproductions of roentgenograms are 
clear,.and the legends are descriptive. 

The author has chosen to be concise and 
dogmatic in the presentation of treatment. 
Even though a reader may disagree with an 
occasional precept, the general principles are 
rational, conservative, and, if followed, will 
aid in preventing serious complications in 
the treatment of fractures. 

If there could be a more extensive dis- 
cussion of treatment, the reader would 

(Continued on page 38A) 
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GENIIN: 


all forms of parkinsonism 
Benztropine Methanesulfonate 


Parkinson’s disease does not have to mean a retreat from living or reluctance to face family and friends. 
treatment with “CocENTIN often causes a diminution or disappearance of the typical parkinsonian facies, 
it has the ability to control severe tremor and may control sialorrhea better than atropine.””! Severe rigidity, 


ontractures, and frozen states also respond to CocENTIN.2 Its prolonged action permits 24-hour control of 
ymptoms with one bedtime dose.® 


‘fore prescribing or administering CocENTIN, the physician should consult the detailed information on use accompanying the package or available on request. 
pplied: Tablets CoceENTIN (quarterscored), 2 mg., bottles of 100 and 1000. New dose form: Injection CocENTIN, 1 mg. per cc., ampuls of 2 cc., boxes of 6. 
eferences: 1. Finkel, M. J.: M. Times 86:1391, 1958. 2. Doshay, L. J., and Boshes, L.: Postgrad. Med. 27:602, 1960. 3. A. M. A. Council on Drugs: 
ew and Nonofficial Drugs 1960, Philadelphia, J. B. Lippincott Company, 1960, p. 264. CoGENTIN is a trademark of Merck & Co., Inc. 


"Qo MERCK SHARP & DOHME Division of Merck & Co., Inc., West Point, Pa. 
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How to help your patients stick to a 
high vitamin-mineral diet 


The secret ingredient in a successful diet is acceptance. 





If foods are varied and inviting, a patient will follow 
the diet more faithfully. An attractive source of cal- 





cium, iron, Vitamin A, Bz, niacin and C is this cottage 
; 8 A glass of beer 


cheese salad dotted with dried fruits and peanuts. Oysters oan abd cent to 
supply vitamins A and D, iron and calcium. Colorful a patient's diet. 

° . ° 8 oz. glass contains 10 mg. 
cabbage-carrot slaw contains vitamins A and C, and cal- phi {seston 


1/8 min. daily requirement of 
niacin, smaller amounts of 
other B-complex vitamins. 

(Average of American Beers) 


cium. For dessert: custard topped with orange juice con- 


centrate, providing calcium, plus vitamins A, Bi, Bz and C. 














Patients show no lack of enthusiasm for appetizing diet dishes. 


United States Brewers Association, Inc. 


For reprints of this and 11 other diet menus, 
write us at 535 Fifth Avenue, N. Y. 17, N. Y. 
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are additional clinical advantages. ””! 


Isordil “...has been effective in about three-fourths of 
51 patients with severe angina. Thirty-nine of the patients 
experienced either disappearance of the pain symptoms or 
substantial reduction in frequency and duration of attacks.”’2 


Patients showed a dramatic decrease in the incidence and 
severity of angina pectoris and reported an increased sense 
of well being and a notable increase in exercise tolerance.1 


Isordil’s “. .. long duration of action and consistent marked 
activity establishes it as a most reliable drug for mainte- 
nance of dilatation of coronary vessels.’’3 


Isordil “... appears to be the only agent currently available 
with marked sublingual as well as oral antianginal 
effectiveness.’’4 





FOR ANGINA PECTORIS 


POTENT CORONARY VASODILATOR PRODUCES 
GOOD RESPONSE IN 82.7% OF PATIENTS’ 


ISORDIL “...appears to exert a more consistent and profound effect than any drug previously 
employed for the prophylaxis of angina pectoris...Rapid onset of action and prolonged effect 


ISORDIlL 





Dosage: average dose one 10 mg. tablet q.i.d.—a half hour 
before meals and at bedtime; dosage range 5-30 mg. q.i.d.; 
individualize dose for optimum therapeutic effect; use with 
caution in patients with glaucoma. Supplied: 10 mg. scored 
white tablets in bottles of 100. 


1. Albert, A.: Isosorbide Dinitrate in Treatment of Angina Pectoris, 
Journal Lancet, 81:112 (March) 1961. 2. Shapiro, S.: Angina 
Pectoris: Treatment with Isosorbide Dinitrate, Angiology 12:53 
(Feb.) 1961. 3. Leslie, R. E.: Coronary Vasodilators—A Compara- 
tive Study, Western Medicine 2:56 (Feb.) 1961. 4. Russek, H. I.: 
Comparative Responses to Various Nitrates in the Treatment of 
Angina Pectoris, Journal of the Kansas City Southwest Clinical 
Society 36:14 (Dec.) 1960. 





ISOSORBIDE DINITRATE ¢ 


‘ NOW AVAILABLE: ISORDIL WITH PHENOBARBITAL, THE ACCEPTED SEDATIVE FOR THE RELIEF OF ANXIETY IN HEART PATIENTS. 





( IvEs-cAMERON COMPANY 
New York 16, N. Y. 
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18th Annual Meeting 


American 
Geriatrics 
Society 


Waldorf-Astoria Hotel 
New York, New York 


» Thursday and Friday, June 22 and 23, 1961] 


Medical Scientific Sessions 


» Saturday morning, June 24, 1961] 


Presentations for Lay Membership 


ALL DOCTORS and interested LAY PERSONS 
are invited to attend this meeting. Registration 


is without charge. 


Secure room reservations 
directly from 


MR. A. PASTORE + WALDORF-ASTORIA HOTEL : 
NEW YORK 22, NEW YORK 
































IN CHRONIC, 
FUNCTIONAL 
CONSTIPATION 





LLOYD BROTHERS, INC. 


Cincinnati 29, Ohio 
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FOR GENTLE, EFFECTIVE LAXATION 






Doxidan is a safe gentle laxative containing a superior 
fecal softener and the mild peristaltic stimulant, dan- 
thron. Because the fecal softener is highly effective, 
a subclinical dose of danthron is all that is needed to 
promote easy normal evacuation. Doxidan has been 
shown to be clinically effective in atonic constipation 
caused by previous use of harsh cathartics, during 
pregnancy and the puerperium, and in hemorrhoidal 
and postoperative conditions where avoidance of 
straining at stool is desirable.!:2 

Doxidan effects easy defecation, free of pain, strain 
and cramping.! As a result, “rebound constipation” is 
largely obviated and the tendency toward laxative 
dependency is greatly reduced. 
FORMULA: Each capsule contains 50 mg. danthron 
(1, 8-dihydroxyanthraquinone) and 60 mg. calcium 
bis-(dioctyl sulfosuccinate). 
DOSAGE: Adults and children over 12, one or two 
capsules. Children, age 6 to 12, one capsule. Admin- 
istered at bedtime for 2 or 3 days or until bowel move- 
ments are normal. Supplied in bottles of 30 and 100 
soft gelatin capsules. 


1. Beil, A. R. and Brevetti, R. E.: Management of constipation during the 
puerperium, New York State J. Med. 60:2706-2707, September 1, 1960. 


2. McCarthy, E. V.: Calcium bis-(dioctyl sulfosuccinate) in treatment of 
constipation, Clin. Med. 7:2257-2259, November, 1960. 
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greatly benefit from the author’s experience 
in operative fixation of fractures. Other 
methods of internal fixation could be com- 
pared with the intramedullary fixation he 
so frequently advocates as an alternative to 
conservative therapy. The author, however, 
has been conscientious in adhering to his 
original objective in presenting a brief out- 
line of the care of trauma. 

The clarity of print, reproductions, and 
excellent presentation of principles of care 
combine to make this an attractive text. It 
is an easily read, succinct, informative, and 
valuable book. 

WALTER INDECK, M.D. 
Minneapolis 


Anorexia Nervosa 


EUGENE L. BLISS, M.D., and C. H. HARDIN BRANCH, 
M.D., 1960. New York: Paul B. Hoeber, Inc. 174 
pages. Illustrated. $5.50. 

Anorexia nervosa presents one of the most 
tantalizing therapeutic problems which the 
physician is likely to encounter. In spite of 
its relative infrequency, it has always cre- 
ated great interest, as shown by the numer- 
ous articles which have appeared over the 
years. The authors have reviewed the world 
literature and from it have compiled data 
on several hundred cases. In addition, they 
present protocols on 22 of their own pa- 
tients. a well- 
organized and comprehensive manner. 
There are chapters on the historical, clini- 
cal, psychodynamic, biologic, and therapeu- 
tic aspects of anorexia nervosa. 


This material is treated in 


The authors consider anorexia nervosa to 
be a more or less definite symptom com- 
plex that can occur in almost any psychi- 
atric category. However, most patients with 
these symptoms have obsessive-compulsive 
neuroses or schizophrenia. The reader will 
be interested in the considerable variety of 
behavior patterns occurring in these cases. 
Some points of special interest may be men- 
tioned: 


38A 








@ Though the widely held view that ano- 
rexia nervosa occurs predominantly in young 
women is correct, most readers will be sur- 
prised to learn that 10 per cent of the re- 
ported cases occurred in men. 
@ Only 12 per cent of patients attain a 
body weight of 60 lb. or less, and most of 
these may be considered in serious condi- 
tion medically. Very few patients have sur- 
vived if the body weight has fallen as low 
as 45 Ib. 
@ Though the characteristically 
cease, in certain individuals they may be 
present even in extreme cachexia. 

Confusion over the differentiation —be- 
tween Simmonds’ disease and anorexia ner- 


menses 


vosa, though common, is unnecessary, be- 
cause the two conditions are very dissimilar. 
The term Simmonds’ cachexia is widely 
used, though it is actually somewhat of a 
misnomer; emaciation occurs in only a small 
percentage of patients with pituitary insuff- 
ciency and then only in the terminal stages. 

The psychopathology does not appear to 
be specific. For example, the history of ‘“‘an 
unhappy, fat adolescence” does occur but 
not commonly. The reported cases had var- 
ied histories which “covered the spectrum 
of emotional tribulations.” 

Therapy of this disorder has been con- 
fused and contradictory. Though it remains 
necessary to work out a treatment program 
for each individual case, the reader will 
obtain much stimulation and _ perspective 
from this discussion. The bibliography is 
500 references. This 
excellent review is recommended for physi- 
and ancillary personnel, especially 
those working in the field of psychiatry. 


extensive, with over 


cians 


BURTRUM C. SCHIELE, M.D. 
Minneapolis 


The Torch 

WILDER PENFIELD, M.D., 1960. Boston: Little, Brown 

& Co. 370 pages. $4.75. 

All physicians with any interest in the his- 

tory of medicine, and particularly in the 

life and times of Hippocrates, should read 

this novel by Wilder Penfield, the great 

neurologic surgeon of the Neurologic Insti- 

tute at McGill University in Montreal. 
(Continued on page 40A) 
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THE CROWN OF LEADERSHIP...IN STEROID TOPICALS 


Cort-Dome 


CREMES + LOTIONS (pH 4.6) 


si? ’ . A | . "urnlic Af ] j - 
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Cort-Dome cremes and lotions are the most widely prescribed of all the steroid 
topicals because they offer these outstanding advantages: (a) Unique e 
le —restores and maintains the skin’s normal protective acidity me vteiti 
ates a iced for more spree and shiacames response at lower concen- 
trations; (b) Exclusive sion Process—reduces hydrocortisone particle 
size to microscopic divonisies for maximum dispersion to assure beets 
efficiency and enhanced selectivity in dosage; 101 
%4% strength for mild conditions and maintenance sei Yo % , 1% i 2% 
strengths for more severe conditions as required; (d) Greater Economy for Your 
Patient—made possible by the increased effectiveness of lower hydrocortisone 
concentrations. For example, clinical experience establishes that 44% Cort-Dome 
is as effective as much higher concentrations of hydrocortisone alcohol dispersed 
in solid, non-evaporating vehicles in a wide variety of dermatologic disorders. 


=". DOME CHEMICALS INC., New York 23, New York 


“WY World Leader in Dermatologicals o106s 
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The novel is not only interesting because 
it is a good story but because of its careful 
research in regard to Hippocrates and his 
life on the island of Cos. Penfield presents a 
good deal on Hippocrates’ ideas in regard to 
epilepsy. The Greek physician believed that 
it is not a sacred disease or one caused by 
a demon or a god, but that it is a physical 
trouble like any other disease of the brain. 

Particularly interesting for the student of 
geriatrics is the discussion Hippocrates had 
with his grandmother after she had fallen 
and broken her hip. Hippocrates got a 
good result so far as the hip went and he 
was very proud that he had gotten no 
shortening of the limb, but the withered 
old woman was not so grateful. She said, 
“Maybe a woman who has lived a long time 
can teach you something. Physicians 
don’t seem to understand old age—not until 
it is too late perhaps, and they are old 
themselves. You saved my life, I sup- 
pose, when you came to mend my broken 
leg. 

“Now when you return to view your 
handiwork there are two things that you 
should study—the leg and me. You're a 
good craftsman and, like all craftsmen, you 
are proud of the result that all can see. 
No shortening yet, you said. . . . Would 
you still be proud of what you have done 
if I said I do not thank you for saving my 
life? . . . I do not enjoy these endless days 
in bed. My time had come to die; I was 
ready to go, you see.” The old woman add- 
ed, “Just remember this: death, our enemy 
all through life, comes in the end as a 
friend.” 

Penfield gives us a wonderful picture of 
Hippocrates, a devoted and scientifically in- 
clined physician who was always writing up 
careful case reports and keeping notes for 
his future guidance in prognosis. As I said, 
no student of the history of medicine can 
do without this book. 

WALTER C. ALVAREZ 


40A 


Cosmetic Surgery: Principles and Practice 


SAMUEL FOMON, M.D., 1960. Philadelphia: J. B. 
Lippincott Co. 642 pages. Illustrated. $27.50. 


Although the author points out that there 
is no unanimity of opinion as to the divid- 
ing line between cosmetic and _ reconstruc- 
tive surgery, it would seem that this book 
covers a considerably greater area than the 
title would indicate. Much space, for in- 
stance, is devoted to management of trauma 
and technics of reconstruction. 

This volume is beautifully bound, with 
excellent illustrations. An extensive bibliog- 
raphy is included. 

The book is divided into 2 sections. The 
first covers pre- and postoperative care, 
anesthesia, skin incisions and closures, scars, 
and tissue transplantation. The second sec- 
tion, devoted to regional cosmetic surgery, 
takes up operations on the nose, ears, eyes, 
maxillofacial area, thorax, abdomen, and ex- 
tremities. 

For the surgeon who is engaged in the 
field of cosmetic surgery, this volume would 
be a worthwhile addition to his library. 

RICHARD T. MYERS, M.D. 
Winston-Salem, North Carolina 


Diabetic Care in Pictures 
HELEN ROSENTHAL, and JOSEPH ROSENTHAL, M.D., 
1960. Philadelphia: J. B. Lippincott. 225 pages. II- 
lustrated. 
This primer on diabetes, designed for the 
patient, continues to be the best of several 
primers because of its pictorial content, con- 
sisting of 125 illustrations. There are 22 ta- 
bles and a good index. This third edition 
is up-to-date with new information on oral 
drugs for diabetes, unsaturated fat in the 
diet, and new diets such as the diabetic 
sodium-restricted diet, and with new tables 
on desirable rather than average weights. 
The’ text is written simply and the illus- 
trations are of good quality. The text con- 
cerns the details of diabetic management. 
This is a book with which every medical 
student and physician should be familiar 
for recommending to his diabetic patients. 
Physicians who treat diabetes should have 
it on hand to discuss and illustrate the prac- 
tical details of management of diabetes. 
EARL HILL, M.D. 
Minneapolis 
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relieves rigidity 
and reduces muscle spasm 
in the 


parkinson patient 


perreav eerie 
PHENOKENE 


a new synthetic compound 


“Chlorphenoxamine (Phenoxene) exerts a gentle yet potent action ...a muscle 
relaxant action also an energizing and stimulating action, without induction of 
excitement or agitation. Patients are able to move faster and more freely and with 
greater strength and longer endurance. It helps to loosen rigid muscles, and it 
successfully counteracts akinesia, tiredness, and weakness.’”’* 


*Doshay, L. J., and Constable, K.: Treatment of Paralysis Agitans with Chlorphenoxamine Hydrochloride, J.A.M.A. 
170:37 (May 2) 1959. 
A REPRINT OF THE COMPLETE ARTICLE AND CLINICAL TRIAL SUPPLIES ARE AVAILABLE ON REQUEST, 
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DIVISION OF ALLIED LABORATORIES, INC. . INDIANAPOLIS 6, INDIANA 
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BUFFERIN 


a basic drug in the management of 


ARTHRITIS| 


e Circuits: all of the newer so-called “miracle drugs,” salicylates still 
remain the most effective antirheumatic and analgesic agents in the treat- 


ment of viene » 











© CMost of the patients seeking relief of symptoms are usually in 
the stage of exacerbation and remission, with only slight deformities. 
...In that group, the best results are obtained from a combination of 
salicylates and steroids in addition to physical therapy. Bufferin is given 
in varying doses until maximum results have been ie 





e r. . . Bufferin should be taken on arising to overcome stiffness, and 
the dose should usually be repeated before each physical therapy pro- 
cedure to prevent excessive pain. Two tablets of Bufferin are also taken 
at bedtime to reduce pain, thus allowing the individual to fall asleep. 99 * 


*Paul, W. D.: Rehabilitation in Rheumatoid Arthritis, South. M. J. 53:492 (April) 1960. 
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the proven anticoasulant 
“ton long: term maintenance 
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now more widely prescribed 


than all other oral Over 131+000;000" doses 
eliteetere Melts administered to date 
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Full range.of oral and parenteral dosage forms— 


ENDO LABORATORIES Richmond Hill 18, New York 





In acute and chronic diarrhea the most effective symptomatic 


dual action Sorboquel 


(polycarbophil-thihexinol methylbromide) tablets 








Ob GWU (Ast ACtION € 
for too fluid feces: for too irenmuit ovansations: 
xceptional water-binding Superior, yet selective, 
apacity of polycarbophil t nonopiate antimotility action 
absorb free fecal water of thihexinol methylbromide 


(Complete information regarding the use of Sorboquel Tablets is available on request.) 





dosage: For older children and adults, initial dosage of one SORBOQUEL Tablet q.i.d. is usually adequate. 
Severe diarrheas may require six, or even eight, tablets in divided daily doses. (Dosages exceeding six 
tablets a day should not be employed over prolonged periods.) 


Supplied: Sorboquel Tablets, bottles of 50 and 250. Each tablet contains 0.5 Gm. polycarbophil and 
15 mg. thihexinol methylbromide. 





WHITE LABORATORIES, INC., Kenilworth, New Jersey (Fax) 





the 


pleasure 
of 
awakening 


thidd 


Free of barbiturate “hangover” after a night of deep, refreshing sleep... this is the promise of 
Noludar 300. One capsule at bedtime lulls your patient into undisturbed sleep for as long as 
6 or 8 hours...without risk of habituation, without toxicity or side effects. Try Noludar 300 
for your next patient with a sleep problem. One capsule at bedtime. Chances are he’ll tell you 


“I slept like a log” 


NOLUDAR 300 


brand of methyprylon 800-mz capsules 


ROCHE LABORATORIES »* Division of Hoffmann-La Roche Inc * Nutley 10, New Jersey 





Gastro-intestinal 
disorders? 








CONSIDER CITRUS PECTIN AND DERIVATIVES: Pectin N.F, Pectin Cellulose 
Complex, Polygalacturonic and Galacturonic Acids 

Diarrheas, dysenteries— many other intestinal disorders—respond quickly and 
favorably to pharmaceutical specialties whose key ingredient is an adequate 


dosage of citrus pectin or a derivative. 


Sunkist® Pectin N.F. provides a dependable therapeutic dosage of galacturonic 
acid—the recognized detoxicating factor. Specialty formulations of leading 
pharmaceutical manufacturers contain this product of Sunkist Growers. 
Literature and bibliography is available. Address: Sunkist Growers, Pharma- 
ceutical Products, 720 East Sunkist Street, Ontario, Calif. 


Sunkist Growers 


PHARMACEUTICAL DIVISION * ONTARIO, CALIFORNIA 
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Hygroton 


brand of chlorthalidone 


in hypertension and edema, 
longer in action 


Longer action! provides smooth, evenly-sustained therapeutic effect.2 m Potent 
antihypertensive properties facilitate effective treatment of hypertension, frequently 
without auxiliary agents.? mg Safeguards against significant potassium loss.4 m Inten- 
sity of saluretic action enables liberalization of dietary salt restriction. m Simplified 
dosage schedule affords economy of maintenance on just 3 doses per week.? 


References: 1. Ford, R. V.: Current Therap. Research 2:347, 1960. 2. Fuchs, M., and others: Current Therap. Research 

2:11, 1960. 3. Ford, R. V.: Connecticut Med. 24:704-707, (Nov.) 1960. 4. Ford, R. V.: Texas State J. Med. 56:343, 1960. 

Detailed literature available on request. 

Hygroton®, brand of chlorthalidone, is available as white, single-scored tablets of 100 mg. Geig 
HY573-61 y 


Geigy Pharmaceuticals, Division of Geigy Chemical Corporation, Ardsley, New York 


47A 





Keeps patients 
omfortab 
during arthrit 
flare-ups 


With Somacort to 
relax muscles and relieve pain, 





tender joints need far less 
steroid to reduce inflammation’ 


Somacort is a safe, logical step-up in treatment 
during the rough days when your patients need 
more than salicylates to keep comfortable and 
active. 

Soma, by itself, benefits many arthritics by re- 
lieving the muscle spasm and pain which arise 
from joint inflammation. Thus with Somacort, 
which combines Soma with prednisolone, the 
amount of steroid needed to control inflamma- 
tion can be kept within more conservative limits, 

Somacort is well tolerated even when used for 
long-term therapy in more serious cases. 

Recommended dosage: 1 or 2 tablets q.i.d. 

Each tablet contains 350 mg. carisoprodol, 
mg. prednisolone ) 

1. Wein, A. B.: The Use of Carisoprodol! (SO! in Orthopedic Surgery 


and Rehabilitation. Miller, James G., ed State University Press, 
Detroit, Michigan, 1959 


SOMACOIRT 


(carisoprodol, Wallace, with prednisolone) 


{° Wallace Laboratories, Cranbury, New Jersey 





Oral 
hypoglycemic 
therapy 


Long-term results in 


older diabetic patients 


THOMAS A. SKILLMAN, M.D., 
GEORGE J. HAMWI, M.D., 
HELEN DRISKILL, M.D., and 
MARGARET H. PENROSE, R.N. 
COLUMBUS, OHIO 


Primary response rate is similar 
with both tolbutamide and chlor- 
propamide in treatment of diabetic 
patients, but secondary failures are 
twice as common with tolbutamide 
as with chlorpropamide. 


THOMAS A. SKILLMAN is assistant pro- 
fessor of medicine, ‘GEORGE HAMWI is 
professor of medicine, MARGARET H. 
PENROSE is research assistant, and HEL- 
EN DRISKILL is a trainee under a Na- 
tional Institute of Arthritis and Meta- 
bolic Diseases grant, Department of 
Medicine, Division of Endocrinology 
and Metabolism, The Ohio State Uni- 
versity. 
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f ALTHOUGH THE PEAK incidence of the 
age of onset of diabetes mellitus is in 
the sixth and seventh decades of life! 
and the majority of patients attending 
diabetes clinics are within this age 
group, few investigations expressly de- 
signed to study diabetic management in 
the older patient have been made. This 
consideration is true with regard to the 
management of patients with oral hypo- 
glycemic agents of patients. Most writ- 
ings considering the use of the sulfony- 
lurea compounds indicate that patients 
over 40 years of age are especially good 
candidates for these drugs, and a few re- 
ports indicate that the clinical hypo- 
glycemic response to these drugs is even 
more successful in patients in the sixth 
and seventh decades of life than in those 
in the fourth and fifth.2>3 However, the 
conclusion that the degree of success in 
the use of the oral agents is parallel to 
the advancing age of the diabetic patient 
can be challenged. The older diabetic 
patient often has (1) a longer duration 
of the diabetic state and (2) a greater 
incidence and severity of degenerative 
vascular complications plus a higher in- 
cidence of other associated diseases. The 
following study was made in an effort to 
better define the effects of long-term 
therapy with oral hypoglycemic agents 
in older patients. 


Methods 


Since the spring of 1956, 325 diabetic 
patients have been selected from the 
Ohio State University Out-Patient Dia- 
betic Clinic for therapy with oral hypo- 
glycemic drugs. These patients have 
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Characteristics of 





TABLE | 125 Patients Studied 

Years 
AVBIEGGE DOGS . 2.06.60 6 5 ceo 67.8 
Per cent women ........... .68.0 
Per cent overweight (>10%) 48.0 
Average duration of diabetes .... 6.9 
Per cent using insulin ...... 51.3 

19.6 


Average daily insulin dose . 


been observed while being treated with 
tolbutamide, phenethylbiguanide, chlor- 
The 
majority of patients treated with these 


propamide, and metahexamide. 
agents were selected because they were 
found to have characteristics regarding 
age, weight, duration of diabetes, and in- 
sulin requirement which grouped them 
as likely to respond favorably to an oral 
hypoglycemic drug. Of these individuals, 
125—39 per cent of all the orally treated 
the total 
clinic population—were 60 years of age 


patients and 13 per cent of 


or older at the time their oral therapy 
began. This group of older diabetic pa- 
tients comprises the clinical material for 
this study. Their characteristics are list- 
ed in table 1. 

Before institution of therapy with an 
oral drug, the patients were observed for 
periods of sufficient duration to clearly 
establish that their fasting and two-hour 
postprandial blood sugar values could 
not be maintained below 150 mg. per 
cent without insulin. Attempts at dietary 
control with the supervision of an expe- 
rienced dietitian were made in every 
instance. The selected patients were en- 
rolled in a research outpatient clinic 
and attended it at weekly, biweekly, or 
monthly intervals. At the time of their 
initial clinic visit, a detailed history was 
taken and a physical examination, with 
special emphasis for the detection of dia- 
betic complications such as neuropathy, 
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nephropathy, retinopathy, peripheral 
vascular insufficiency, and coronary ar- 
tery disease, was made. At this time, base 
line values for blood urea nitrogen, se- 
rum cholesterol, red cell count, hemo- 
globin concentration, white cell count, 
differential count, thymol turbidity, 
cephalin flocculation, alkaline phospha- 
tase, SGO-T, and proteinuria were deter- 
mined and other related tests were 
made. At the time of each clinic visit, 
blood was drawn for blood sugar deter- 
using the Nelson-Somogyi 
method.* During each return visit, the 
patient was carefully questioned with 
regard to symptoms reflective of diabetic 
control and symptoms of possible toxic 
reaction to the experimental drugs. Ob- 
servation also was made for worsening 


mination, 


of the various complications of diabetes. 
Each patient was requested to test his 
urine for sugar before each meal and at 
bedtime and to record such urinalyses. 
Inspection of the patient’s records, eval- 
uation of blood sugar values, and consid- 
eration of the degree of glycosuria pre- 
sented at the time of the clinic visit 
were then employed as criteria for rais- 
ing, lowering, or maintaining the dose 
of the oral hypoglycemic agent. 

All patients included in this series 
were followed for periods of three 
months or longer. The majority of pa- 
tients for twenty-four 
months, and some patients were ob- 
served for as long as fifty months. The 
agent most frequently employed from 
1956 through 1957 was tolbutamide. 
From 1958 through 1960, the majority 
of the patients were observed while tak- 
ing chlorpropamide. A total of 80 pa- 
tients was studied while taking tolbuta- 
mide and 70 while taking chlorpropa- 
mide; 25 patients who took tolbutamide 
were treated later with chlorpropamide. 

For purposes of estimation of response 
to therapy, a purely arbitrary group of 


were followed 
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standards was devised. Patients who 
were 60 years or more at the time of 
their initial exposure to an oral agent 
were termed older patients. This classi- 
fication was made without respect to 
duration of diabetes. Patients were re- 
garded as uncontrolled when inspection 
of their past record showed that either 
their fasting or postprandial blood sugar 
values were consistently in excess of 150 
mg. per cent. Patients who were con- 
verted from a state considered uncon- 
trolled to a state in which the fasting 
and postprandial blood sugars were con- 
sistently below the value of 150 mg. per 
cent were considered “controlled.” A pa- 
tient converting from an “uncontrolled” 
diabetic to a “controlled” diabetic with- 
in thirty days of initiation of treatment 
was designated as a “primary response.” 
When a patient could not be converted 
in such a fashion within thirty days, he 
was termed a “primary failure.” Because 
an occasional patient reached normo- 
glycemic values between the thirtieth 
and ninetieth days of therapy, a cate- 
gory of “secondary response” was de- 
vised. The category of “secondary fail- 
ure” was provided to classify patients 
who, for one month or more, had met 
the standards for “controlled diabetes” 
but in whom blood sugar values rose at 
a later time to those characteristic of the 
uncontrolled diabetic. 

Although these standards are very ar- 
bitrary and somewhat artificial, the au- 
thors feel that categorization of this 
type is necessary for an evaluation of 
response. Such a classification, of course, 
excludes certain patients who had rea- 
sonably good responses but did not 
reach levels of blood sugar low enough 
to permit their classification as ‘“con- 
trolled.” It should be emphasized that 
the entire population studied was com- 
prised of individuals in whom good con- 
trol could not be established without 
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insulin and, therefore, represents a 
group in whom some type of therapy, 
in addition to dietary management, was 
necessary. 
Results and Comments 
HYPOGLYCEMIC EFFECT 
Initial response. The results of the first 
year of therapy with tolbutamide and 
chlorpropamide in this group of older 
diabetic patients are presented in fig- 
ures | and 2. The data are presented in 
the form of a flow chart, so that com- 
parison between initial responsiveness 
and continued responsiveness at the end 
of a year’s observation can be made. 
Tolbutamide. Of the 80 tolbutamide- 
treated patients, 30 were regarded as pri- 
mary failures (figure 1). In spite of con- 
tinuing tolbutamide for three months, 
no secondary responses occurred in those 
with initial failure. Of the 80, 50 were 
primarily responsive. However, when 
the group was reevaluated at the end of 
one year’s observation, only 27 of the 67 
individuals continuing in the series were 
found to have remained responsive. Of 
the 50 responsive patients, 10 developed 
hyperglycemia after their initial thirty- 
day responsive period and were regarded 
as secondary failures. For reasons unre- 
lated to responsiveness, 13 individuals 
dropped out of the series between three 
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FIG. II 


and twelve months and cannot be con- 
sidered for long-term evaluation. 
Chlorpropamide. The initial respon- 
siveness of these patients to chlorpropa- 
mide cannot be critically compared with 
their responsiveness to tolbutamide, as 
this drug was frequently employed in 
individuals who failed to respond to 
tolbutamide. Primary response to chlor- 
propamide occurred in 40 of the 70 in- 
dividuals, and 33 remained responsive, 
while 4 developed secondary failure (fig- 
ure 2); 3 patients were lost to observa- 
tion. Of the 30 individuals regarded as 
primary failures, 3 demonstrated a sec- 
ondary response after prolonged treat- 
ment. Consequently, at the end of a 
year’s observation, 36 of the 67 patients, 
or 54 per cent, remaining in the series 
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were found to be responsive. This figure 
can be compared to the 27 of 67 indi- 
viduals, or 40 per cent, who remained 
responsive to tolbutamide at the end of 
one year’s treatment. These primary re- 
sponse rates are lower than those found 
in our clinic for younger patients.®. 6 


SECONDARY FAILURE 


The rate of secondary failure in the 
tolbutamide and chlorpropamide groups 
is depicted in figures 3 and 4. In these 
illustrations, an attempt to portray the 
attrition rate within the two groups is 
made. In figure 3, the cumulative num- 
ber of secondary failure patients within 
the tolbutamide group is shown by the 
shaded areas. While only 10 of the 37 
patients, or 27 per cent, observed at the 
conclusion of a_ twelve-month period 
were numbered as secondary failures 
after twenty-four months of treatment, 
15 of the 24 patients, or 62 per cent, re- 
maining under observation could no 
longer be controlled. The rate of sec- 
ondary failure amounts to about 2.5 per 
cent monthly. The secondary failure 
rate with chlorpropamide is not as great, 
but the total number of individuals fol- 
lowed on chlorpropamide therapy was 
considerably less. It is interesting to 
note, however, that all 4 secondary chlor- 
propamide failures occurred before the 
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twelfth month. Consequently, at the end 
of twenty-four months’ observation, only 
4 of the 16 individuals followed for this 
duration were numbered in the second- 
ary failure group. This figure of 25 per 
cent secondary failures over two years 
amounts to roughly | per cent monthly. 
The rate of secondary failure found in 
this group of patients is in general agree- 
ment with that found by DeLawter and 
associates in patients not selected by 
age.” 8 


COMPARISON OF CHLORPROPAMIDE 
AND TOLBUTAMIDE 


\ degree of comparison of the relative 
effectiveness of the two agents during 
prolonged observation is found in fig- 
ures 5 and 6. Figure 5 is designed to 
illustrate the response over twenty-four 
months in the 25 individuals who were 
initially treated with tolbutamide and 
subsequently received chlorpropamide. 
As noted by inspection of the chart, 8 
of these individuals initially responded 
to tolbutamide, and at the end of one 
year’s observation, 6 remained respon- 
sive. When chlorpropamide was _insti- 
tuted as a means of therapy in this same 
group after one year’s tolbutamide treat- 
ment, 11 exhibited a primary response 
and 14 failed to respond (figure 6). 
During the twelve months these patients 
were observed while taking chlorpropa- 
mide, 9 of the 11 who were primarily 
responsive continued to respond, and 2 
became secondary failures. Of the pri- 
mary failures, 3 were found to exhibit a 
secondary response. Consequently, at the 
end of the observation period, 12 indi- 
viduals remained responsive to chlor- 
propamide and 13 were considered final 
failures. In this small group of patients, 
the effectiveness of chlorpropamide was 
roughly twice that of tolbutamide, but 
neither compound was effective in a ma- 
jority of patients. 
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RELATIONSHIPS OF PATIENT 
CHARACTERISTICS TO RESPONSE 


When factors such as age, sex, weight, 
duration of diabetes, insulin depend- 
ency, and insulin dosage are considered 
with regard to response or failure to tol- 
butamide or chlorpropamide, little rela- 
tionship between these factors and re- 
sponsiveness is noted (table 2). Patients 
responding to both tolbutamide and 
chlorpropamide were slightly older than 
those who failed to respond, but the 
average age differences are only four 
and three years, respectively, and fail to 
show that the criterion of age can be 
used selectively in choosing candidates 
likely to respond to these agents. Sex 
was equally poor as a criterion for esti- 
mating responsiveness. The incidence of 
obesity was actually greater in patients 
failing to respond to both drugs than in 
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TABLE 2 Relationship of Patient Characteristics to Response 











| Tolbutamide* Chlorpropamide 
Fact | All patient: 
mer | en responsive failure responsive failure 
Pte IE akan), Besa! 

Number | 125 50 30 40 30 
Mean age 67.8 69.0 65.3 69.2 66.7 
(years) 
Per cent 68 70 67 63 80 
women 
Per cent obese | 48 48 60 33 63 
Duration of | 6.9 6.6 7.6 6.3 8.5 
therapy (years) | 
Per cent on 51 60 53 43 47 
insulin 
Mean dose | 19.6 17 22 24 16 

















*Twenty-five of these later received chlorpropamide. 


those responding. This finding contrasts 
with popular opinion, which indicates 
that obese patients are more likely to 
respond. Duration of diabetes was also 
somewhat less in patients responding to 
tolbutamide and chlorpropamide than 
those failing to respond, but in neither 
instance was the difference great enough 
to be considered valuable in choosing pa- 
tients likely or unlikely to respond. The 
previous daily insulin requirement was 
not significantly different in those pa- 
tients who responded when compared to 
those who did not respond to either tol- 
butamide or chlorpropamide. However, 
patients with high insulin requirements 
were not initially considered candidates 
for oral therapy. 


RESPONSE TO PHENETHYLBIGUANIDE 


Although phenethylbiguanide (DBI) 
was not used with sufficient frequency to 
permit its evaluation, experience with it 
can be included for the sake of com- 
pleteness. The 8 patients receiving this 
preparation had been found to be un- 
responsive to either tolbutamide or 
chlorpropamide. The dosage used var- 
ied from 75 to 150 mg. daily, and ob- 
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servations were made for periods of two 
to twenty-seven months. Of the 8 pa- 
tients, 6 had a primary response to this 
agent. However, secondary failures oc- 
curred in 4 of these individuals at three, 
five, seven, and eighteen months of ther- 
apy; 2 patients continued to respond to 
the drug for twenty-four months or long- 
er. As a group, the DBI-treated patients 
did not differ from individuals treated 
with tolbutamide and chlorpropamide 
as regards age, sex, weight, or duration 
of diabetes. Of the 8 subjects, 3 de- 
veloped gastrointestinal intolerance to 
phenethylbiguanide. 


OTHER EFFECTS 


Side reactions. Evaluation of side effects 
thought to be secondary to the adminis- 
tration of the various oral hypoglycemics 
was extremely difficult in this group of 
elderly individuals. These patients dis- 
played an extremely high incidence of 
complications associated with the dia- 
betic state. Eighty-eight per cent had one 
or more complications: 48 per cent had 
arteriosclerotic heart disease, 35 per cent 
had hypertension, 25 per cent had _ pe- 
ripheral vascular insufficiency, 20 per 
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cent had diabetic retinopathy, 15 per 
cent had nephropathy, and 8 per cent 
had suffered a cerebrovascular accident. 
Because of these disorders, most patients 
took drugs such as digitalis, mercurial 
diuretics, chlorothiazide, Priscoline, ni- 
troglycerin, barbiturates, and antibiotics. 
A significant number of patients suffered 
from diseases which periodically inter- 
fered with organ function, such as chol- 
elithiasis, gastritis, arthritis, constipa- 
tion, and dermatologic disorders. Be- 
cause of these factors, especially clear 
evidence that one of the oral compounds 
was related to the development of symp- 
toms was necessary to implicate the 
drug. In spite of the high incidence of 
associated disease and the prolonged pe- 
riod of observation, both the frequency 
and severity of side effects due to these 
compounds were very low (table 3). 
Among the total of 80 patients re- 
ceiving tolbutamide in a mean dose of 
1.36 gm. per day, over a period of eight- 
hundred-fifteen patient months, only 8 
instances of untoward side effects were 
observed. Clinically, 4 patients were be- 
lieved to have suffered from hypogly- 
cemia, but in not a single instance was 
this impression confirmed by a low blood 
glucose level. However, the patients de- 
scribed clinical symptoms compatible 
with hypoglycemia, and these were re- 
lieved by carbohydrate ingestion. One 
patient noted recurrent epigastric dis- 
tress, which was relieved after discontin- 
uance of tolbutamide; 3 other individ- 
uals were found to have a chronic macu- 
lopapular rash involving the extensor 
surfaces of the upper extremities, chest, 
and face, which was believed to be a 
drug eruption and disappeared after dis- 
continuance of tolbutamide. The 70 pa- 
tients treated with chlorpropamide were 
observed for nine-hundred-sixteen pa- 
tient months, and a comparable inci- 
dence of 6 untoward reactions was re- 
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TABLE 3 Undesirable Effects 





Tolbutamide Chlorpropamide 
(80 patients; (70 patients; 


Type of effect 815 patient 916 patient 





months) months) 
Clinical hypoglycemia 4 3 
Epigastric distress 1 a 
Rash 3 1 
Hemopoietic changes 0 ¢) 
Renal changes 0 0 
0 10) 


Liver changes 





corded. Again, there were 3 patients re- 
lating symptoms characteristic of clini- 
cal hypoglycemia, which were relieved 
by carbohydrate ingestion. These symp- 
toms ceased when the daily dose of the 
drug was lowered. Rather clear-cut nau- 
sea and epigastric pain associated with 
administration of the drug were noted 
by 2 patients, and | patient had a drug 
rash similar to that described with tol- 
butamide. 

It seems especially important that, 
even though detailed sequential analyses 
of the peripheral blood elements and re- 
peated estimations of hepatic, renal, and 
endocrine functions were made, in not a 
single instance could either tolbutamide 
or chlorpropamide be implicated as re- 
sponsible for changes in these values. Of 
3 patients with known hepatic cirrhosis, 
none was found to deteriorate under ob- 
servation while taking either of these 
drugs. Except for hypoglycemia, no clear- 
cut relationship between the frequency 
or severity of side effects and the dosage 
of these compounds could be deter- 
mined. The patients who were noted to 
be responsive to tolbutamide ingested 
doses averaging | gm. daily. Those who 
were considered unresponsive to tolbuta- 
mide averaged 2 gm. daily. The daily 
dosage of chlorpropamide averaged 291 
mg. in the responsive group and 450 mg. 
in the failure group. 

Effect on body weight. It has been 
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TABLE 4 





Weight Changes in Nonedematous, Orally Treated Diabetic Patients 





Changes in body weight 





Hypoglycemic None Gain Loss 
nail effect | | 
| No. | | No. No. | 

| patients | Ibs. | patients | Ibs.* | patients | Ibs.* 

Oe 
Tolbutamide (30) responsive (15) | Zz | - | 9 al 14 | 4 | 
| unresponsive (15) | 3 ire a | 9 5 

Chlorpropamide (30) | responsive (15) | PS pg ea 

| | 
0 - | 8 | 6 Fy 


unresponsive (1 5)| | 





*Average. 


suggested frequently that the use of oral 
hypoglycemic agents in the obese patient 
might provoke the patient to relax di- 
The basis for 
this reasoning is the fact that glycosuria 
is produced in the obese diabetic pa- 
tient by an increase in total caloric in- 
take, and many patients will avoid high 
caloric intake to avoid glycosuria. With 
the use of the potent oral hypoglycemic 
agents, glycosuria can often be eliminat- 
ed, even though 
great. 


etary caloric restriction.® 


the caloric intake is 


Within the group of patients studied, 
there were 60 individuals, whose body 
weights exceeded their ideal body 
weight by 10 per cent or more, in whom 
records of body weight were reliable in- 
dexes to the patient’s nutrition because 
of the absence of edema. Of these in- 
dividuals, 30 tolbutamide-treated 
patients and 30 were treated with chlor- 
propamide. 


were 


Table 4 compares the 
changes in body weight between patients 
who were responsive and unresponsive 
to these agents. As may be noted, gain 
and loss of weight were observed with 
about equal frequency in responsive as 
compared to unresponsive patients. The 
amount of weight gained or lost was also 
similar. The average weight change per 
patient over the entire eighteen-month 
period of observation was a gain of 1.2 
Ib. Although these data are somewhat 
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inconclusive because of the small number 
of patients studied, it would appear that, 
in these individuals, the method of dia- 
betic control exercised no appreciable 
effect on body weight. Inspection of the 
data obtained in patients who were not 
overweight leads to a similar conclusion. 


CHANGES IN SERUM CHOLESTEROL 
CONCENTRATION 


Observations made on these patients 
during the prolonged period of clinical 
management provided data with regard 
to changes in serum cholesterol con- 
centrations. Data were available which 
permitted comparison of the initial se- 
rum cholesterol concentration with the 
cholesterol concentration at the conclu- 
sion of the study in 71 instances. In- 
in cholesterol were ob- 
served in 50 patients and decreases were 
noted in 18 patients. In 3 patients, no 
change found. Figure 7 demon- 
strates trend toward elevation in 
mean cholesterol concentrations 
patients taking both chlor- 
propamide and tolbutamide, as plotted 
with regard to their response or failure 
to respond. The 16 individuals who 
failed to respond to tolbutamide were 
noted to have a mean rise of 24 mg. per 
cent in their serum cholesterol concen- 
tration. The 19 individuals who re- 
sponded to chlorpropamide showed an 


creases serum 


was 
the 
serum 


found in 


GERIATRICS, MAY 1961 








> 


or Se oP 


= 
10 


re 








290. 
chlorpropamide _ 
280 a 
270, 
260, 








tolbutamide tolbutomide —_ 
250. foiture (6) response —s ~~ 
- hee =< 
240 a a see s 
” — chlorpropamide response 
x oe a {t9) 
230Y/ __ aa 
a 
20 
. 4 4 $ 
CHANGES iN SERUM CHOLESTEROL CON- 
CENTRATION 
FIG. VII 


average rise of 10 mg. per cent, compared 
to 54 mg. per cent in the nonresponsive 
group. The rise in the tolbutamide 
group parallels the rise in the chlor- 
propamide group when patients re- 
sponding to these drugs are considered. 
The degree of elevation of the serum 
cholesterol levels in patients failing to 
respond to these compounds is consid- 
erably greater. The significance of such 
elevations of serum cholesterol] and their 
relation to chronic therapy and to the 
welfare of the patient awaits further in- 
vestigation. 


Summary and Conclusions 


Treated with tolbutamide and/or chlor- 
propamide and observed in an outpa- 
tient research clinic for periods of three 
to forty-eight months were 125 diabetic 
patients whose age exceeded 60 years. 
In all patients, control of hyperglycemia 
could not be effected by diet therapy 
alone. The incidence of disease states 
other than diabetes was extremely high. 
When 80 members of this group were 
treated with 1 to 2 gm. of tolbutamide 
daily, 62.5 per cent responded optimally 
within thirty days of initiation of thera- 
py- However, over a twenty-four-month 
observation period, approximately 2.5 
per cent of the responsive patients failed 
during each month of continued treat- 
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ment. When 70 patients were treated 
with chlorpropamide in daily doses of 
0.1 to 0.5 gm., 57 per cent responded 
optimally within thirty days, and the 
rate of secondary failure was approxi- 
mately 1 per cent monthly. One-third of 
the patients who were primary or sec- 
ondary failures with tolbutamide were 
found to be responsive when treated 
with chlorpropamide. The probability 
of primary or secondary response or fail- 
ure could not be predicted by knowledge 
of age, sex, weight, or duration of the 
diabetic state. Treatment with the oral 
agents did not appear to influence body 
weight. 

A minor trend toward elevation of the 
mean value of serum cholesterol was 
found in long-term treated patients. No 
evidences of severe toxicity were noted 
with either tolbutamide or chlorpropa- 
mide treatment during 1,731 patient 
months of observation. 
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highest in Midwesterners. These 
differences in blood pressure ap- 
parently are accounted for by 
weight, people in the Midwest be- 
ing heavier. Country of birth, type 
of community, employment level, 
or occupation has no appreciable 
effect on blood pressure. 
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@ Does country of birth, geographic 
location, rural or urban living, physical 
ability to work, or type of work signifi- 
cantly affect blood pressure in elderly 
persons? Do very old people who are 
active, alert, and productive possess 
unique blood pressure levels? In an at- 
tempt to answer these questions, an an- 
alysis was made of these factors in per- 
sons aged 65 years and over who were 
free of clinical evidence of cardiovascu- 
lar disease. This analysis is the first of its 
kind to appear in the literature, as past 
studies of sociologic and economic in- 
fluences on blood pressure have dealt 
with younger persons. The investigation 
forms part of a larger study on blood 
pressure in the aged white population 
of the United States. Studies on the re- 
lation of systolic and diastolic pressures 
to age and sex and to height, weight, 
and body build already have been re- 
ported.!-8 


Material and Method 
The sample population was composed of 
2,996 men and 2,756 women aged 65 to 
106 years. They were selected from a 
series of 15,000 on the basis of clinical 
information and blood pressure data. 
These apparently healthy people had no 
clinical evidence of cardiovascular dis- 
ease and were ambulatory, living in the 
community, and able to care for them- 
selves. A statistical analysis of the data, 
which showed the internal homogeneity 
of the population as well as evidence of 
its representative nature as a cross sec- 
tion of the aged population of the 
United States, has been presented pre- 
viously.1? 

The data for each subject were re- 
corded by an examining physician on 


GERIATRICS, MAY 1961 














specially prepared cards. The selection 
of physicians and the cards have been 
described elsewhere.1 The categories un- 
der study and their subdivisions, the 
numbers of subjects in each, and the 
percentages of the total category repre- 
sented are given in table 1, where all 
data for persons aged 65 years and over 
are combined. 

To determine whether such composite 
grouping was justifiable, a tabulation 
was made by age groupings—65 to 69, 
70 to 74, 75 to 79, 80 to 84, 85 to 89, and 
90 years and over. The last grouping was 


used because data for persons between 
90 and 106 years of age were too meager 
to warrant a quinary grouping. The mean 
systolic and diastolic blood pressures and 
standard deviations were computed for 
each age group. Comparisons among 
them showed no significant differences in 
blood pressure with advancing age. 
Therefore, the composite grouping was 
deemed to be free from a specific age 
factor and was used for subsequent com- 
parisons. 

The mean systolic and diastolic blood 
pressures, with their corresponding stand- 


Frequency Distribution of Socioeconomic Factors 









































Men Women 
Per | Per 
No. | cent | No. | cent 
Community Size 
O—2,500 490} 17 382; 14 
2,500—10,000 366} 12 272| 10 
10,000—100,000} 786} 26 744| 27 
100,000 and over |1,354} 45 /|1,358] 49 
Physical activity level 
Exceptiona! 27 )27 1G2h 22 
Average 231| 49 211) 46 
Less than average | 113] 24 145} 32 
Employment status 
Full time 921] 32 
Part time 305] 11 
Unemployed 93 3 
Retired 1,570] 54 
Occupation 
Farming 346) 12 
Manual labor 1,169] 42 
Sales and clerical 374] 13 
Professional and 
executive 922:\ 33 





vaBLe in Persons 65 Years of Age and Older* 
Men Women 
Per Per 
No. | cent | No. | cent 
Country of birth 
United States 593| 71.6 |1,956] 76.7 
Latin and South 
America and 
British West 
Indies 0.5 51. 02 
Ireland V4 2 47| 1.8 
Great Britain 8} 1.0 35) 1.4 
Northern Europe WY O38 35; 1.4 
Central Europe 56)" 6.8: 205). Sct 
Western Europe 5), Or6 14} 0.5 
Eastern Europe 66) 8.0) 152) 6.0 
Southern Europe TOi B54, AQ0 i ee 
Geographic Location 
of residents 
New England and 
Ontario 154) 5 164} 6 
Atlantic Coast 1,141 38 |1,106| 40 
South 364) 1334 Sir an 
Midwest 774) 26 | 586) 21 
Far West 139 5 154] 6 
Pacific Coast made 13 | 436] 16 








*Not all categories were used by reporting physicians. 
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ard deviations, were computed for per- 
sons in each of the subdivisions of the 
categories under study. The significance 
of the differences in pressure was evalu- 
ated using Students T with a 0.01 level 
of significance. In analyzing the result- 
ant data, all possible comparisons were 
made, the differences in systolic and dia- 
stolic pressures being considered separ- 
ately. For example, in analyzing geo- 
graphic location, there were 6 regional 
groupings. Therefore, there were 
n(n—l) = 6(5) = 15 
ees. Tae 
possible comparisons. 

As all physicians did not supply data 
on each of the various aspects in the 
study, considerable variability will be 
found in the size of the sample in the 
different categories. 

Results 

Country of birth. The United States was 
the birthplace of 75 per cent of the 
sample population, while central, east- 
ern, and southern Europe were each the 
birthplace of 5 to 8 per cent. The re- 
inaining areas, Latin and South Ameri- 
ca and British West Indies, Ireland, 
Great Britain, northern Europe, and 
western Europe, each had a 2 per cent 
or less representation. The fewest people 
were born in Latin and South America. 
Blood pressures were lower in persons 
from Latin and South America than in 
people born elsewhere, but, as the sam- 
ple was small, the statistical significance 
cannot be established and the subject de- 
serves further study. 

In men, the systolic pressure ranged 
from 141 (Latin and South America) to 
149 mm. Hg (western Europe). The 
diastolic pressure ranged from 79 (Latin 
and South America) to 83 mm. Hg 
(southern Europe). In women, the sys- 
tolic pressure ranged from 144 (South 
America) to 157 mm. Hg (central Eu- 
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rope and eastern Europe), and the dia- 
stolic pressure ranged from 78 (Latin 
and South America) to 88 mm. Hg (Great 
Britian). Comparisons between countries, 
excluding Latin and South America, 
showed no statistically significant differ- 
ences. 

Geographic location. As seen in table 1, 
the largest proportion of people, 38 per 
cent, lived near the Atlantic Coast of 
the United States. Next came the Mid- 
west with 26 per cent, the South with 
13 per cent, the Pacific Coast with 13 
per cent, and then the Far West and 
the New England and Ontario area 
with 5 per cent each. 

Table 2 shows the mean systolic and 
diastolic blood pressures, with standard 
deviations, for persons from the different 
geographic locations. In men, the lowest 
systolic pressure was found in those from 
the South (142 mm. Hg), and the high- 
est in those from the Midwest (147 mm. 
Hg). The lowest diastolic pressure was 
found in men from the Pacific Coast 
(80 mm. Hg), and the highest in those 
from the Midwest (83 mm. Hg). In 
women, the lowest systolic pressure was 
found in those from the South (152 mm. 
Hg), and the highest pressure in the 
Midwest group and the New England 
and Ontario group (158 mm. Hg). The 
lowest diastolic pressure was found in 
the group from the South (82 mm. Hg), 
and the highest in the Midwest and Far 
West groups (85 mm. Hg). Thus, the 
both men and 
women residents of the South were lower 
than those in residents of other areas. 
The difference was greatest in compari- 
son with residents of the Midwest and 
of a high order of statistical significance 
(P>0.01). The difference in diastolic pres- 
sures was statistically significant in 
women but less great in men (P—0.08). 

Because of the differences in blood 
pressure between residents of the South 


systolic pressures in 
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TABLE 2 


Mean Blood Pressure and Standard Deviations 
According to Geographic Location 








Men 


Regional Group Systolic S.D. | Diastolic 


Women 


S.D. Systolic S.D. Diastolic S.D. 











New England 
and Ontario 146 24.68 82 


Atlantic Coast 145 22.96 81 
South 142 23-37 82 

Midwest 147 22.89 83 

Far West 144 26.12 82 
Pacific Coast 143 23°93 80 











and the Midwest, the data for each 
group were tabulated again according 
to weight per inch of height. ‘The mean 
height for Southern men was 68 in. and 
the mean weight was 145 lb. ‘The mean 
height for Midwestern men was also 68 
in., but the mean weight was 155 Ib. 
In women, the mean height was 63 in. 
for Southerners and the mean weight 
was 129 lb. The mean height for Mid- 
western women was also 63 in., but the 
mean weight was 134 lb. Thus, heights 
did not differ, but men and women from 
the Midwest were heavier by 10 and 5 
Ib., respectively, than those from the 
South. Both of these differences were 
highly significant (P>0.01). That weight 
and blood pressure are related in the 
present data was shown in a previous 
publication,? and therefore the differ- 
ences in systolic and diastolic pressures 
between persons from the South and 
those from the Midwest can be account- 
ed for by differences in weight. 

Rural versus urban living. Table 1 
shows that the largest proportion of the 
study sample lived in cities with a pop- 
ulation of 100,000 or more; (45 per 
cent of the men and 49 per cent of 
the women), while 26 per cent of the 
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men and 27 per cent of the women 
lived in cities of 10,000 to 100,000 resi- 
dents. Rural areas with population up 
to 2,500 accounted for 17 per cent of 
the men and 14 per cent of the women, 
while 12 per cent of the men and 10 
per cent of the women lived in com- 
munities of 2,500 to 10,000 persons. The 
lowest average systolic and diastolic pres- 
sures were found in men living in cities 
of 100,000 population and over—144 and 
81 mm. Hg, respectively. The highest 
averages for men were found in rural 
areas of 2,500 to 10,000 people—147 and 
84 mm. Hg, respectively. These differ- 
ences were not statistically significant. 
No differences were found in the aver- 
age pressures of women, which were 156 
and 85 mm. Hg, according to community 
size. 

Physical activity. This classification 
served as a rough measure of general 
physical condition in 471 men and 458 
women. They were grouped as “excep- 
tional,” “average,” and “less than aver- 
age,” as judged by the reporting physi- 
cian (table 1). Among men, 27 per cent 
were classified as “exceptional,” 49 per 
cent as “average,” and 24 per cent as 
“less than average.” Among women, cor- 
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responding figures were 22, 46, and 32 


per cent, respectively. No significant dif- 
ferences in blood pressure were found 
according to these levels of physical 
activity. 

Employment versus unemployment. It 
also was considered unrealistic to estab- 
lish levels of employment among the 
female population, because of the large 
proportion of housewives. ‘Therefore, no 
statistical analysis of this factor was 
made for women. 
men were retired 
from employment (54 per cent), but a 


The majority of 


surprisingly substantial number were 
found to be employed full time (32 per 
cent) as shown in table 1. Eleven per 
cent were employed part time. Those 
classified as unemployed comprised only 
3 per cent of the total. The proportions 
and the number of frequencies they rep- 
resent are shown in table 1, wherein all 
men aged 65 and over are grouped. In 


Q 


table 3, where the level of employment 
is shown by five-year age groups, it can 
be seen that full-time employees com- 
prised 55 per cent of the 65 to 69 age 
group in the sample. Even at the age of 
90 and over, 3 per cent were employed 
full time. The percentage of men em- 
ployed part time did not vary widely 
throughout the sample population—6 to 
13 per cent. 

The systolic and diastolic blood pres- 
sures tabulated according to employment 
levels varied little, and the differences 
were not statistically significant 

Occupation. For the same reason, in 
the case of levels of employment, the 
data for women were not suitable for 
analysis because virtually all were house- 
wives. Table 1 shows that among men, 
manual laborers comprised the largest 
proportion of the distribution (42 per 


cent), and professional and executive 
workers the second largest (33 per cent). 


Sales and clerical workers represented 13 
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per cent, and farmers 12 per cent of the 
population. 

The lowest average systolic and dia- 
stolic blood pressures, 143 and 81 mm. 
Hg, respectively, were found in profes- 
sional and executive workers. The high- 
est pressures, 146 and 83 mm. Hg, oc- 
curred in persons engaged in farming. 
The differences, however, were not statis- 
tically significant. 


Discussion 

In this study, in which blood pressure 
levels in ambulatory, apparently healthy, 
white subjects of the United States aged 
65 to 106 years were examined in re- 
lation to country of birth, geographic 
location, rural or urban living, physical 
activity, employment or unemployment, 
and occupation, the only significant 
differences of blood pressure were found 
in persons from different geograpic lo- 
cations. Blood pressures in persons from 
the South were lower than those from 
other areas, while the highest values 
were observed in persons from the Mid- 
west. Further analysis of weight of these 
geographic groups showed that people 
from the Midwest were significantly 
than from the South, 
(average, 10 lb. for men and 5 Ib. for 
women), and this difference was found 


heavier those 


to account for the differences in systolic 
and diastolic blood pressure. 

The geographic distribution of persons 
in this sample corresponded to that 
actually existing among persons 65 years 
of age and over in this country, with 
the exception of a slight over—representa- 
tion of persons from the northeastern 
states, accounted for probably by the 
distribution of physican population. 

Since greater weight. was found in 
this study to account for differences in 
blood pressure, it was unnecessary to in- 
troduce other factors that might cause 
such differences. However, the literature 
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shows that climate and tempo of life 
have some effect upon blood pressure. 
Persons living temporarily in a tropical 
climate generally have lower blood 
pressures than they normally have in 
temperate or cold climates.6* As for 
tempo of life, one would expect to find 
higher blood pressures among urban 
dwellers than among persons living in 
rural areas. Urban living usually is as- 
sociated with greater tension than is 
found in the more bucolic life of a rural 
area. However, contrary reports have ap- 
peared. For example, Shepard and 
Diehl§ noted a decrease in the incidence 
of hypertension as the size of city in- 
creased. Wheeler® found a greater in- 
cidence of hypertension through exami- 
nations made in a rural area than was 
reported by an urban hospital. In the 
present study, differences in climate and 
tempo of living were found not to affect 
blood pressure. The literature is not con- 
clusive as to these influences, the strong- 
est point in favor of an effect being that 
a warm climate tends to reduce blood 
pressure. Since a warm climate affects 
weight, it may be that the pressure dif- 
ferences reported as due to climatic con- 
ditions actually are caused by weight 
losses upon relocating in warmer cli- 
mates. 

No significant differences were found 
in the blood pressures of persons who 





were employed, unemployed, or retired. 
The finding of a large proportion of 
persons past age 65 still employed was 
contrary to the general impression that 
this age marks the end of productive 
life. Sixty-three per cent of males aged 
65 to 69 years were employed full or 
part time, 51 per cent of those aged 70 
to 74, and 33 per cent of those in the 
75 to 79 year age group (table 3). These 
percentages agree with those of the Bu- 
reau of the Census,!® except for a 10 
per cent over-representation in our data 
of employed persons past 70 years of age. 
Currently, it is being recognized that an 
employee’s value is determined largely 
by skill and experience rather than by 
physical vitality.™ 

When the category “employed” was 
divided into occupational groupings and 
the classifications compared with those 
of the same age groupings reported by 
the Bureau of the Census, it was found 
that the present sample contained a 
larger percentage of professional and 
executive workers, an approximately 
equivalent percentage of manual la- 
borers and sales and clerical workers, but 
fewer farmers (table 1). The Census 
data for 1952 and 1953 show that, of the 
aged working population, farmers rep- 
resent 24 per cent, manual laborers 45 
per cent, sales and clerical workers 10 
per cent, and professional and executive 


Frequency Distribution of Employment Levels 

















TABLE 3 in Five-Year Age Groups (Men) 
65-69 70-74 75-79 80-84 85-89 | 90 and Over 
Age group Per Per Per Per Per | Per 
No. | cent | No. | cent | No. | cent | No. | cent | No. | cent | No. | cent 
Full time 474 SS ios 38 | 109 21 53 14 25 8 | Secs 
Part time 71 op wat By wT ae eT 2 9 | 9| 6 
Unemployed 46 we Se eS 2 eS sO a a a | 4 
Retired 2715 32 | 306 46 | 333 GD |-279 73) 257 81 | 124 | 86 
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workers 22 per cent. For ages below 65, 
the percentages are 11, 57, 12, and 20, 
respectively. 


Miall and Oldham," in a study of 
blood pressure in younger persons, com- 
pared manual laborers with those doing 
lighter work. They also considered in- 
come levels in these occupational groups. 
They found persons in light occupations 
with higher incomes and standards of 
living to have higher blood pressures. 
People doing heavy manual labor, who 
had lower incomes and standards of 
living, had lower blood pressures. 
Humerfelt and Wedervang!® drew op- 
posite conclusions—that low income man- 
ual laborers had higher blood pressures. 
Although differences in pressure were 
small in the present study, blood pres- 
sures were lowest among professional 
and executive workers (light occupation 
with high income). The greatest differ- 
ence was found between these workers 
and those engaged in farming—3 mm. 
Hg systolic and 2 mm. Hg diastolic, with 
a level of significant of P >0.05. Gover! 
found the blood pressure in members of 
farm families to be higher than in urban 
residents. Our results tend to agree with 
those of Gover and of Humerfelt and 
Wedervang in that blood pressure in 
agricultural workers and manual labor- 
ers tended to be slightly higher than in 
persons in sedentary occupations. 


Summary 

Six socioeconomic factors were investi- 
gated to determine their effect on blood 
pressure in a white, apparently healthy 
sample of the population aged 65 to 
106 years, as follows: country of birth, 
geographic location of home, rural versus 
urban living, physical activity, employ- 
ment versus unemployment, and occupa- 
tion. Analysis was made with regard to 
sex except for the categories of em- 
ployment and occupation. 
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Only with regard to geographic lo- 
cation were statistically significant dif- 
ferences in blood pressure found. Men 
and women from the South had lower 
average systolic and diastolic blood pres- 
sures (142/82 for men and 152/82 for 
women) than those from the remainder 
of the country, while those from the 
Midwest had highest values (147/83 for 
men and 158/85 for women). Analysis 
showed that a significant difference in 
weight existed between people from the 
South and those from the Midwest, with 
the latter weighing 5 to 10 Ib. more. 
These weight differences were felt to 
account in large part for the differences 
in both systolic and diastolic blood 
pressures. 

A large proportion of men beyond the 
age of 65 years was found still to be 
employed, in contrast to the general im- 
pression that this age usually marks the 
end of productive life. The data in- 
dicated that blood pressure was slightly 
higher in men engaged in agricultural 
work as compared with professional or 
executive capacities, and this difference 
was of borderline statistical significance. 

Rural versus urban living, level of 
physical activity, and employment ver- 
sus unemployment did not influence 
blood pressure. Country of birth did not 
seem to influence arterial pressure ex- 
cept that those born in Latin and Cen- 
tral America had lower values. However, 
the numbers small to be 


were too 


significant. 
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HYPOADRENAL COLLAPSE may result from the stress of pneumonia in 
asthmatic patients treated with steroids. To prevent adrenal atrophy, 
, steroid therapy for young asthmatic patients should be avoided if pos- 
4 sible. When cortisone is the only means available to restore a relatively 
; normal life, close supervision is of little help in preventing sudden in- 
. sufficiency. 
Early recognition and treatment of adrenal insufficiency is impor- 
| tant. Symptoms and signs of infection may be overshadowed by adren- 
al collapse as evidenced by vomiting, unconsciousness, shock, and 
, cyanosis. A patient on steroid therapy found collapsed and vomiting 


should receive an emergency injection of hydrocortisone hemisuc- 
i cinate. 

As soon as possible, the patient is placed in an oxygen tent, the 
> bottom of the bed is blocked, and an intravenous drip started. Methy]l- 
| amphetamine and 8 ml. per liter of noradrenaline are used to main- 
tain blood pressure and 100 mg. per liter of hydrocortisone plus a 
- broad spectrum antibiotic are added. The intravenous drip is discon- 
tinued when oral treatment is possible. One hundred milligrams of 
hydrocortisone is then given intramuscularly every eight hours for 
twenty-four hours, followed by 50 mg. every six hours for a further 
twenty-four hours. Twenty milligrams of oral prednisolone is given 
every eight hours for twenty-four hours, and then 10 mg. is given 
every six hours. Broad spectrum antibiotic therapy is continued by 
; mouth. 

A. E. STEVENS: Acute adrenal insufficiency after steroid therapy in three’ asthmatics 
with pneumonia. Lancet 2: 234-236, 1960. 
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Studies of the 
suprarenal gland 
in old age 


KURT S. PELZ, M.D., and 
SIDNEY P. GOTTFRIED, Ph.D. 
WALLINGFORD, CONNECTICUT 


The excretion of 17-ketosteroids 
and 17-hydroxycorticoids tends to 
lie near the lower limit of normal 
in old age. The decreased response 
to adrenocorticotropin associated 
with low protein-bound iodine find- 
ings indicates the possibility of a 
decrease in endocrine function in 
advanced age. 


KURT S. PELZ is physician-in-charge and 
SIDNEY P. GOTTFRIED is consulting bio- 
chemist of the Masonic Hospital, Wall- 
ingford, Connecticut. 
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i In a general hospital, patients over 
75 years of age, without marked organic 
disturbances are rare. At the Masonic 
Home, Wallingford, Connecticut, there 
is a large number of healthy persons over 
75, living in pleasant surroundings, who 
are available for investigation. We have 
instituted a program to study the body 
fluid changes, with emphasis on_hor- 
mone output, in these healthy, aged men 
and women. This paper contains the re- 
sults of our first study on adrenocortico- 
tropin administration. 


Methods 


A total of 15 men and 10 women, all 
over 75, was chosen for study. As far as 
could be ascertained, all were relatively 
free from organic and mental disturb- 
ances except for the arteriosclerosis and 
osteoporosis associated with advanced 
years. Blood for protein-bound iodine 
determinations and _ twenty-four-hour 
urines for total neutral 17-ketosteroids 
and 17-hydroxycorticoids were obtained. 
One hundred units of adrenocortico- 
tropin in gel was administered intra- 
muscularly at the close of the control 
day and a twenty-four-hour urine and a 
blood sample were taken again the fol- 
lowing day. 

Serum protein-bound iodine was esti- 
mated by the method of Barker and 
associates.1 Urinary neutral 17-ketoster- 
oids' were determined by a modification 
of the method of Zimmermann and co- 
workers,*:? while the urinary 17-hydroxy- 
corticoids were determined by the meth- 
od of Reddy and associates.‘ 


Results 


Tables 1 and 2 list the results obtained 
for the men and women; 2 men (cases 


GERIATRICS, MAY 1961 











Urinary Excretion of 17-ketosteroids 


























TABLE ] and 17-hydroxycorticoids in Old Men* 
Before ACTH After ACTH 
Case Age Protein-bound Urinary 17- Urinary 17- Urinary 17- Urinary 17- 
iganaee'Sg), | Cong Be Motes | Koa a Beate] lenge ae Be eee | yet Bream 
1 89 6.6 71.6 5.0 8.9 14.5 
2. 84 4.4 129 10.9 18.3 36.9 
3 75 6.8 75 4.9 12.1 9.9 
4 89 5.8 10.2 4.0 14.3 16.0 
aT 82 DD 5.1 1.4 6.4 1.4 
6+ 86 25 8.7 1.3 6.4 1.8 
Y 94 | 9.6 6.5 11.8 14.7 
8 83 4.8 10.9 5.1 16.0 19.7 
9 15 ays 7.8 ye io 17.3 
10 84 4.2 5.6 25 We. 9.6 
Mean | 5.2+0.078| 86418 | 48+20 | 








+Showed no response to adrenocorticotropin. 


5 and 6) and 1 woman (case 14) 
showed no response to adrenocortico- 
tropin. A satisfactory response to adreno- 
corticotropin is considered to have oc- 
curred with an increase of at least 50 
per cent in the urinary 17-ketosteroids 
and an increase of several hundred per 
cent in the urinary 17-hydroxycorticoids. 

In 2 of these patients, the serum pro- 
tein-bound iodine was low—the only low 
values obtained in the entire series. This 
tends to suggest that a relation exists 
between the adrenal cortex and the thy- 
roid. Further hormone studies, such as 
of the urinary estrogens, may shed addi- 
tional light as to whether there is a re- 
lation among the hormones in old men 
and women and what that relation 


might be. We are now preparing for 
such. studies. 

The patients who had no response to 
corticotrophin evidenced no_ clinical 
signs of hypoadrenocortical activity. Ac- 
tually, in one man (case 6), the urinary 
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*Before and after administration of adrenocorticotropin. 





excretion of 17-ketosteroids in the rest- 
ing state was normal, although the ex- 
cretion of 17-hydroxycorticoids was low. 
Of the 25 patients studied, 6 showed a 
low excretion of 17-ketosteroids in the 
resting state. For women, the normal 
range is considered to be 5 to 18 mg. per 
twenty-four hours; for men, the normal 
range is 7 to 20 mg. per twenty-four 
hours. 

In all of these cases, there was also no 
clinical sign of hypoadrenocortical ac- 
tivity. The mean excretion for men was 
8.6 + 1.8 mg. per twenty-four hours, 
while that for women was 7.1 + 2 mg. 
per twenty-four hours. These values lie 
near the lower limit of normal and de- 
note that there is a significant decrease 
in adrenocortical activity in the resting 
state in old people, although the re- 
sponse to adrenocorticotropin is ade- 
quate in all but a few cases. 

The urinary excretion of 17-hydroxy- 
corticoids was normal in all patients but 
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Urinary Excretion of 17-ketosteroids 

















TABLE 2 and 17-hydroxycorticoids in Old Women* 
| | Before ACTH After ACTH 
Case Age | Protein-bound | Urinary 17- Urinary 17- Urinary 17- Urinary 17- 
iodine | ketosteroids | hydroxycorticoids|} ketosteroids | hydroxycorticoids 
(gamma %) | (mg. per 24 hours) | (mg. per 24 hours) | (mg. per 24 hours) | (mg. per 24 hours) 
1 85 6.6 6.6 4.7 11.8 18.8 
2 83 4.7 | 127 6.3 ey 19.0 
3 84 5.3 | 6.1 3:3 8.6 16.9 
4 80 8.1 7.9 52 13.0 38.2 
5 82 gee 8.3 35 1433 14.1 
6 86 6.0 4.6 2.6 a2 8.0 
7 719 4.9 8.1 2.4 11.2 17.9 
8 79 7.4 9.0 3:6 Waa 15.6 
9 84 4.6 4.0 | 3.3 ides 20.4 
10 94 5.0 22. 2.0 531 10.6 
11 80 4.8 10.4 2:0 16.8 17.0 
12 82 4.2 8.5 5.0 16.7 | 30:5 
13 84 4.7 7.0 7.6 11.3 | 29.8 
14; q5 2.8 4.8 3.7 | 4.2 | 3.4 
15 | 84 5.8 6.4 mir 86 | 8.9 
Mean | 53 2120 yee a2 CRI foe a 2 | 


*Before and after administration of adrenocorticotropin. 


+Showed no response to adrenocorticotropin. 


3 men. Here, also, the mean values lie 
near the lower limit of 1.1 mg. per twen- 
ty-four hours for women and 2.9 mg. per 
twenty-four hours for men. 


Discussion 
Our results agree with those of Pincus® 
as far as the decrease in the urinary 
17-ketosteroids in the resting state in 
older people is concerned. However, in 
our experience, as opposed to that of 
Pincus, we did not obtain an increase 
in the urinary 17-ketosteroids and hy- 
droxycorticoids alter ACTH injection 
in all cases. This we have already stated 
and attempted to correlate with thyroid 
activity. 

This decrease of adrenocortical activi- 
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ty in the resting state with age may be 
due primarily to hypofunction of the 
anterior pituitary gland, since, in all 
but 3 cases, an adequate response was 
obtained to adrenocorticotropic — hor- 
mone. The mean serum protein-bound 
iodine findings were essentially the same 
for both the men and women and, with 
6 exceptions, were all under 6 gamma 
per cent. 

These results likewise lean toward the 
low normal and point toward a pituitary 
gland that may be _ hypofunctioning 
somewhat and not stimulating sufficient- 
ly the thyroid and the adrenal cortex. 
However, further hormone studies are 
necessary before the above statements 
can be corroborated. 
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Urinary Excretion of 








TABLE 3 17-hydroxycorticoids 
in Old Women* 
Urinary 17-hydroxycorticoids 
aaa ee a us sie saline 
injection injection 
13 2.9 2.2 
3 2.4 2:2 
2:5 23 
12 1.8 2.8 
3.9 au 











*Before and after injection of physiologic saline. 


In order to ascertain whether, in those 
cases, a response to adrenocorticotropin 
obtained in the urinary 17-ketosteroids 
and 17-hydroxycorticoids was a true re- 
sponse and not an artifact of the injec- 
tion, the following procedure was adopt- 
ed: 5 patients in whom a response of 
several hundred per cent had been ob- 
tained in urinary excretion of 17-hy- 
droxycorticoids were injected with phys- 
iologic saline. The urinary excretion of 
the hydroxycorticoids was determined 
and compared with that obtained in the 
resting state. The results are recorded in 
table 3. 

It can be observed that there was no 
increase in the urinary excretion of 
steroids after saline injection. This in- 
dicates that the responses in adrenocor- 
tical activity after the injection of 
adrenocorticotropin listed in tables 1 
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and 2 were true responses and not arti- 
facts of the injection. 


Summary 


1. Serum protein-bound iodine and 
urinary total neutral 17-ketosteroids and 
17-hydroxycorticoids, before and after 
the administration of adrenocorticotro- 
pin, were determined for 10 men and 15 
women over 75 years of age. 

2. There was no response to adreno- 
corticotropin in 2 men and 1 woman. 
In 2 of these patients, low levels of pro- 
tein-bound iodine were found, the only 
ones obtained in the series. 

3. In 6 of the 25 patients, a low excre- 
tion of the total neutral 17-ketosteroids 
in the resting state was obtained, while 
in 3 patients, the excretion of 17-hydrox- 
ycorticoids was low. These findings, to- 
gether with a mean value of the 17- 
ketosteroids and 17-hydroxycorticoids at 
the lower limit of normal, suggest a 
pituitary gland that may be somewhat 
hypoactive. 
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PATENTS ~ 
FORMER PAT IOWT, 


In the greeting card shop of the Wood VA Center, work is matched to the patient’s 
abilities. Those with talent design cards; the less talented fill in the stencilled designs. 
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The therapy of 
purposeful 
work 


A pilot study 
at Wood VA 


JAMES C. SPAULDING 
MILWAUKEE 


MB An experimental program seeking to 
preserve self-respect of men no longer 
able to fend for themselves in the com- 
munity is being conducted at the Veter- 
ans Administration Center at Wood, 
Wisconsin. 

The key to the pilot project is volun- 
tary purposeful work—employment for 
two hours or more a day at tasks that 
are useful and not just busy work. 

The results after about three years of 
experience can be observed in improved 
social adjustment. Appearance and per- 
sonal hygiene, measured by an outside 
agency, have become better, and leisure 
time usage is more constructive. 

Moreover, the Center’s Medical De- 
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partment has observed a reduction in 
the incidence of hospitalization and an 
improvement in physical well-being of 
the residents. 

There are about 1,500 residents of the 
Wood Domiciliary Unit, the great ma- 
jority of them veterans of World War I. 
Approximately 85 per cent are unmar- 
ried, widowed, or divorced and report 
no direct family ties. Most come from 
mechanical or laboring backgrounds. 

They range in age from 30 to 93. The 
average age is 63, and more than 80 per 
cent are between 57 and 72 years old. 

Before the pilot program was started, 
residents of the domiciliary unit were 
required to conform, as nearly as possi- 
ble, to the needs of the Center. The sys- 
tem was authoritarian, with discipline 
exercised by a manager’s court. The 
needs of the men beyond food, lodging, 
and simple wants were not paid much 
attention. Men fit for general duty were 
required to help in maintenance. The 
rest, numbering about 350, in effect sat 
in rocking chairs and ate apples. 

Under the new program, the number 
of nonduty men—those unable to take 
part in any activity except self-care—has 
been reduced to an average of 25 to 30 
daily. 

The the program so far 
derives from several concepts. One is 
that men are better off doing for them- 
selves what they are able to do. Another 
is that activities should be planned with 
the individual and not just for him. The 
cardinal principal is that purposeful 
work—tasks that make a contribution to 


success of 


231 








Dr. Filer, psychologist directing purposeful work 
therapy, interviews a new resident. 


the sheltered community itself or to the 
community outside it—are particularly 
valuable in promoting self-esteem and 
contentment. 

The focus of the problem was on 
about 350 severely disabled residents in 
the lowest medical category, many of 
them restricted to wheel chairs. 

To make it possible for them to work, 
it was necessary to break the work down 
into components. A man might not be 
able to alphabetize, but he could sepa- 
rate all the A’s from a group of cards. 
He might be unable to refinish a piece of 
furniture because one hand was para- 
lyzed, but he could sand part of the fur- 
niture if it were held by a clamp. He 
could not work six or eight hours, but 
he could work for two. 

The aim of the program was to fit the 
activities of the center to the needs of the 
men, rather than to make the domicili- 
ary unit a convenient dumping spot for 
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veterans unable to live in the outside 
community. It was first necessary to find 
out what the men wanted to do. 

Richard N. Filer, Ph.D., the psycholo- 
gist in charge of the pilot program, was 
surprised to learn that although many 
of the men came from mechanical or 
laboring jobs, they were more interested 
in clerical work. The answer to this para- 
dox was that strength and speed were at 
a premium in their previous work; these 
were qualities they had lost. 

As a result, the clerical workshop has 
become an important element of the vol- 
untary work program at Wood. 

The first part of the program for each 
new resident at Wood is assessment. 
Within twenty-four hours after arrival, 
he is given a complete physical examina- 
tion at the domiciliary clinic and is re- 
ferred for treatment or consultation and 
additional examinations to the Center’s 
general hospital, if necessary. 

A full day is spent on orientation of 
groups of new residents about the facil- 
ities and activities at Wood. Emphasis is 
placed on how each department is relat- 
ed to the individual. 

The psychologic evaluation program 
makes use of group tests and interviews 
by the pilot program staff. A physician 
interviews each new resident next to 
make certain that medical evaluation has 
been completed. He discusses with the 
resident the medical findings, relating 
them to living activities at the domicil- 
iary unit. 

Seriously disabled residents are re- 
ferred to the special planning board, 
which arranges an appropriate program 
of work, recreation, and other activities 
with the resident. Less handicapped resi- 
dents appear before the general plan- 
ning board. 

To make certain that the work per- 
formed at the various workshops of the 
center is purposeful, Dr. Filer insists 
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Ingenious devices have been worked out, as 
pictured here, enabling a one-armed man to 
staple booklets or a man with severe tremors to 
stamp forms in the right place. 


The roller device this senior citizen uses to help 
him roll bandages keeps the gauze straight and 
permits him to work despite loss of manual 
dexterity and strength. 
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that organizations or other departments 
offering work pay for the materials. 

The clerical workshop performs such 
tasks as assembling clinical folders for 
the hospital, stamping forms for routing 
patients, and making meal tickets. Jobs 
in other workshops include making 
bandages, refinishing and repairing fur- 
niture, and repairing electrical equip- 
ment. 

Special devices and aids are used to 
overcome the handicaps that age and 
disability have imposed. Obstacles to ac- 
tivity multiply with age, and our young 
society tends to overlook this, according 
to Dr. Filer. The older person who says 
he can’t work often means that he has 
tried and failed because of an obstacle. 
He will often go to some lengths to over- 
come it, if given the chance. 

For example, a physician at Wood re- 
cently saw a man suffering from Parkin- 
son’s disease shuffling toward the chapel 
on a Sunday morning. At a curb he came 
to a ridge of ice two or three inches high 
and was unable to step over it. The doc- 
tor called to him and was about to come 
to his aid. Before he could, the man sat 
down on the sidewalk, slid over the ice 
ridge sitting down, and shuffled on his 
way. 

The experimental program is soon to 
start a new phase. So far, the only re- 
ward offered for part-time work has been 
in the usefulness and self-esteem inher- 
ent in the work itself. But Dr. Filer 
plans to offer additional incentives. 

To find out what motivates the older 
person with limited ties to the outside 
community, three types of rewards will 
be offered. The first will be coupons that 
the resident can redeem to buy cigarets, 
candy, and other items for himself. The 
second will be a form of credit earned 
that can be applied to help buy some- 


Pictures are by James G. Conklin, Milwaukee. 









Work that can be done while seated at a 
bench is efficiently done by many of the 
residents. Here in the electrical shop, 
fans, headphones, and other appliances 
used in the hospital are repaired. 





For many patients, the setting of type is 
a splendid therapeutic occupation, pro- 
viding tasks for both the mind and the 
hands without overtaxing the capacities 
of either. Workers in the print shop are 
able to do many simple jobs well that 
contribute to their own welfare and to 
that of the institution. 








The handicapped resident is given every 
opportunity to participate in purposeful 
work, Procedures are simplified with his 
problem in mind. Here a patient without 
so fingers places assembled clinical sheets 

: i into a folder for use in the hospital. 
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A staff member shows new residents one of 
the mechanical aids in the clerical shop. 
Clerical workers assemble clinical folders 
for the hospital, stamp forms for routing 
of patients, and make meal tickets. 





Clerical work is popular with wheel chair 
patients. This man is assembling hospital 
forms in the sequence outlined on the 
memory aid board over the cabinet. 





Complicated tasks are broken down into 
simple components. In the furniture re- 
pair shop, each man masters one step in 


the process of mending and refinishing. 
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thing for the group—an item of equip- The common concept of the elderly 
ment for a recreation club, for instance. person is of a narrow, rigid, self-cen- 
And finally, the resident will be given tered individual. Will the residents at 
the chance to work to help someone in Wood work only to fill their own per- 
the outside world. Tentatively, Dr. Filer sonal pleasure needs, or will they elect 
plans to arrange it so that work credit to work for less selfish ends? 
can be used to help feed, clothe, and The pilot program may help answer 
educate a child in a foreign country. this intriguing question. 


THE PRINCIPLE of endolymphatic flow can be used to define labyrinthine 
reactions. When the labyrinth is stimulated, the slow component of 
nystagmus, past-pointing, and falling are always in the direction of 
endolymphatic flow, whereas the quick component of nystagmus and 
vertigo are in the direction opposite to the flow. 

Technics to estimate vestibular function include caloric stimula- 
tion, rotation, the fistula test, galvanic stimulation, optokinetic 
nystagmus, and postural tests. 

The cold air test is a simple, neat, and reliable method for use in 
all patients. Cold air against the drum for twenty seconds is equi- 
valent to 3 cc. of ice water for twenty seconds, and one minute of air 
is equivalent to 30 cc. of water for thirty seconds. Patients in whom 
questionable abnormalities are found with minimal stimulation 
should be given the mass caloric test, each ear being irrigated for as 
long as three minutes with water at 68° F. 

Positional nystagmus should serve as objective evidence of organic 
disease in a patient with dizziness; though not commonly occurring 
with vertigo, it is deserving of further careful clinical observation. 

s. N. BUsIS: Labyrinthine vestibular function and testing methods. Arch. Otolaryng. 
72: 2-10, 1960. 


AMONG MIDDLE-AGED company employees, twice as many new abnormal- 
ities are detected by thorough physical examination and investigation 
of the individual’s medical history as by usual laboratory procedures. 

Without suggestive symptoms, not all laboratory tests are of suffi- 
cient value to warrant inclusion in every examination. Expense, dis- 
comfort, and radiation hazard make roentgenographic study of the 
gastrointestinal tract at every examination unjustifiable. Most impor- 
tant gastrointestinal abnormalities are revealed by symptoms, occult 
blood in the stool, and proctoscopic examination. 

Because of the large number of premalignant and malignant lesions 
found, no physical examination of a middle-aged man should be con- 
sidered complete without proctoscopic study. 


F. TANZI and w. ADAMS: Routine examination of apparently well persons and the 
recognition of disease. M. Clin. North America 44: 139-150, 1960. 
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Meals on 


wheels: 1960 


MARTIN D. KELLER, M.D., and 
CHARLOTTE E. SMITH, M.S. 
COLUMBUS, OHIO 


The object of a Meals on Wheels 
program is to increase the inde- 
pendence of the recipient. A pro- 
gram of catering to persons unable 
to prepare meals for themselves and 
unable to obtain help in doing so 
can be the spur to the development 
of housekeeping services; improve- 
ment of housing; introduction of 
recreational and occupational thera- 
py into the home; and provision 
of medical care, nursing care, physi- 
cal therapy, and other essentials of 
home care. 


MARTIN D. KELLER, formerly chief of the 
Bureau of Direct Services, Ohio De- 
partment of Health, is now director of 
clinical services, Beth Israel Hospital, 
Boston, Massachusetts. CHARLOTTE E. 
SMITH, formerly nutrition consultant, 
Chronic Disease and Tuberculosis Pro- 
grams, Ohio Department of Health, 
is now with the Chronic Disease Pro- 
gram, United States Public Health 
Service. 
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WM THE PREVENTION of institutionaliza- 
tion is a basic aim of preventive medical 
and public health programs. In every 
community, there are people who can 
be helped to live successfully in their 
own homes by a number of simple serv- 
ices. Aside from the salutary benefits of 
relative independence, there is distinct 
economic advantage in the extension of 
such services. As the population of 
elderly persons increases, their needs 
press for recognition and there is grow- 
ing community awareness of them. Many 
voluntary and official agencies are seek- 
ing ways of developing services for the 
elderly, the handicapped, and the home- 
bound. A frequently recurring question 
is, “How can we start?” 

One answer, both basic and appealing, 
involves the provision of food. Even in 
relatively affluent communities, where 
the majority of residents have the means 
to support themselves, a number of per- 
sons, unable to leave their homes, cannot 
prepare adequate meals for themselves. 
The provision of such meals would pre- 
vent malnutrition and allow these per- 
sons to continue living at home. This 
has been recognized in England and in 
a number of communities in the United 
States, and a variety of Meals on Wheels 
programs has been put into operation. 
Aside from their intrinsic virtue, such 
programs serve to elevate the level of 
community action in the general area of 
the health of the aged and in chronic 
disease control. They. can serve as a 
direct way into larger, more comprehen- 
sive programs. 

In general, the initiation of such a 
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program does not require a great deal 
of funds and attracts much interest and 
community support. In most cases, the 
program was not imposed upon the com- 
munity but arose from an awareness of 
need and developed with the peculiar 
stamp of the given community. Ap- 
proach and method vary with the char- 
acter of the community. Yet, there is a 
striking resemblance among the current 
programs in the United States. In many 
cases, it has been possible to add services 
with minimal additional expenditure. It 
is dificult to evaluate the medical, social, 
and economic gains, but the assumption 
that they are substantial is in keeping 
with the observations of workers in vari- 
ous home care projects. 

In the enthusiasm generated by a Meals 
on Wheels program, the fundamental 
aim may be overlooked. The object is to 
increase the independence of the recip- 
ient. Unless the activities are constantly 
reviewed with reference to this object, 
the program may foster dependency. 
Meals on Wheels is not designed for 
persons who can leave their homes and 
dine in restaurants, for those who can 
shop for food and prepare adequate 
meals by themselves, or for those who 
can obtain help in doing so from their 
families. 

The following is a brief description 
of the nature of existing programs in 
the United States and England, derived 
from information supplied by the pro- 
gram directors. 


Existing Programs 


Philadelphia. The first Meals on Wheels 
program in the United States was orig- 
inated in 1954 at the request of the 
Health and Welfare Council of Phila- 
delphia. The Lighthouse, a settlement 
house, operates the program for an area 
of approximately five square miles in- 


cluding an estimated population of 
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100,000. The program serves homebound 
older people unable to obtain or pre- 
pare adequate meals and having no one 
to perform this service for them. Ap- 
plicants are interviewed by a_ family 
worker, and the fee is determined ac- 
cording to need. Lighthouse funds and 
contributions from individuals and 
groups supplement the income from fees. 
Menus are planned with the advice of 
a physician. A paid cook and kitchen 
assistant prepare the food, and volun- 
teers assist in packaging. A hot meal is 
placed in a divided paper plate, covered 
with foil, and inserted into a preheated, 
insulated bag. Sandwiches and fruit are 
wrapped in wax paper. Salads and des- 
serts are served in paper cups. Milk is 
delivered in half-pint containers, and 
coffee and tea are carried in thermos 
flasks. clients are 
served each day. Lighthouse staff and 
volunteers handle delivery. Other per- 
sonal services also are given to the 
clients, mailing letters, 
cashing checks, calling the doctor, as- 


Approximately 51 


for example, 


sistance with household problems, and 
referrals to other agencies. 


Service: Dinner and supper 


Fees: Minimum $ .55 
Maximum 1.00 
Usual 70 


Schedule of payment: No fixed arrangement 
Cost of raw food, preparation, and packaging 
per unit: $.94 

Per cent of total cost of program covered by 

fees: 51 

Days per week of service: 5 

Modified diets available. 

Columbus, Ohio. Meals on Wheels tor 
Columbus Aged and Handicapped, Inc. 
was founded by the president of the 
Columbus Women’s Club working with 
a number of club and church women. 
Representatives of various community 
agencies and civic-minded citizens be- 
came trustees or agreed to serve on an 
advisory board. In November 1956, a 
state charter was obtained, and opera- 
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tion was started in April 1957. The area 
served is Columbus and environs, with 
a total population of over 500,000. The 
prime qualification for recipients is in- 
ability to shop and prepare adequate 
meals for themselves. Eligibility is evalu- 
ated and a fee is set by an interview com- 
mittee of volunteers with consultation 
from a social worker. Clients are referred 
by the Public Health Nursing Service, 
Aid for the Aged, local hospitals, physi- 
cians, and individuals. Income from fees 
is supplemented by contributions from 
small auxiliary groups known as 
“Wheels,” individuals, community 
groups, and special community func- 
tions to raise funds. Sample menus are 
prepared by the Columbus Dietetic As- 
sociation. The program also obtains con- 
sultative services from the Nutrition 
Unit of the Ohio Department of Health. 
The meals are prepared and packaged 
by a local restaurant according to agreed 
specifications. Hot food is served on alu- 
minum plates wrapped in heavy wax 
paper inserted into a cardboard 
box. Salads and desserts are served in 
paper cups. Deliveries each week day are 
made by drivers of taxicabs and, on Sun- 
days, by volunteers in private cars. The 
volunteers also take time for a friendly 
visit. An average of 30 recipients is 
served. An arrangement has also been 
made with a downtown hotel catering 
to aged residents, whereby the delivered 
meals may be eaten in company in a 
special dining room. 


and 


Service: Breakfast, dinner, and supper 


Fees: Minimum $ .80 
Maximum 2.50 
Usual 1.00 


Schedule of payment: Monthly 

Cost of raw food, preparation, and packaging: 
$1.75 

Per cent of total cost of program covered by 
fees: 40 

Days per week of service: 7 

Dallas. The Women’s Council of 


Dallas County initiated a pilot project 
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of Meals on Wheels in 1957. The pro- 
gram serves the residents of a limited 
part of south and east Dallas, roughly 
a quarter of the city area. Eligibility, 
determined by the Visiting Nurse Asso- 
ciation, is based upon inability to obtain 
or prepare adequate meals and the ab- 
sence of anyone else in the home to 
assume this responsibility. No fees are 
charged, and the cost is covered by con- 
tributions from individuals, church or- 
ganizations, and a special trust fund. 
Menus are planned by the dietitian of 
a commercial cafeteria, from which the 
meals are purchased, and reviewed by 
the nutritionist of the city health de- 
partment. The foods are packed in car- 
tons and thermos bags. In addition to 
these meals, volunteers from various 
church groups furnish snacks, such as 
sandwiches, fruit, and milk, prepared and 
packaged by the volunteers in their own 
homes. The commercially prepared 
meals and the snacks are delivered by 
2 volunteers each day, in their own cars. 
The average number served is 15. 

Service: Dinner and supper 

Fees: None, at present 

Cost of raw food, preparation, and packaging 

of dinner: $ .65 

Days per week of service: 5 

New York. Meals on Wheels service 
was initiated in 1957 in conjunction with 
the Friendly Visiting Program for home- 
bound aged in the vicinity of the Katha- 
rine Engel Center for Older People. 
This is sponsored by the New York Sec- 
tion of the National Council of Jewish 
Women and serves an area of approxi- 
mately two and one-half square miles. 
The service is aimed at individuals who 
have no other means of obtaining pro- 
per meals. A caseworker from the Cen- 
ter evaluates eligibility and sets the fee. 
Referrals are made by social agencies, 
social service departments of hospitals, 
and the Visiting Nurse Association. In- 
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come from fees is supplemented by the 
sponsoring agency. Meals are prepared 
in the kitchen of the Center by a paid 
and volunteer kitchen staff, who also 
prepare a noonday meal served in the 
Center. Hot foods are packaged in alu- 
minum-foil-covered containers and 
placed in large insulated bags. Cold 
foods are wrapped in wax paper or 
served in paper cups. Deliveries are 
made by 2 volunteers. The average num- 
ber of recipients served is 15. Expansion 
of the program in New York City is 
limited by the multiplicity of available 
services, including housekeeper services 
and convalescent homes, the proximity 
of restaurants and food stores, and the 
geographic boundries of the program. 
Service: Dinner and supper (optional) 

Fees: Dinner only $ .65 

Dinner and supper $ .90 


Schedule of payment: At time of delivery 
Cost of raw food, preparation, and packaging: 
Dinner $ .65; dinner and supper $ .90 

Days of week of service: 5 

Modified diets available. 

York. A Meals on 
Wheels program was initiated in April 
1958 as a three-year demonstration pro- 
ject of the New York State Health De- 
partment. It is administered on a con- 


Rochester, New 


tract basis by the Visiting Nurse Service 
of Rochester and Monroe County. There 
is an advisory committee appointed by 
the Board of Directors of the Visiting 
Nurse Service, representing many com- 
munity agencies and groups. This pro- 
ject aims to study cost, methods of prep- 
aration and distribution, acceptability, 
and effect on recipients. The geographic 
area served is Rochester and its nearby 
suburbs, with an estimated population 
of 400,000. Eligibility is based upon the 
ability of the client to feed himself and 
his inability to obtain or prepare ade- 
quate meals. The client must be over 
45 years of age and live in the area of 
service. The eligibility is evaluated by 


240 
















a supervising nurse of the Visiting Nurse 
Service, who sets the fee. A staff nutri- 
tionist of the Visiting Nurse Service 
plans the menus and supervises the prep- 
aration and packaging of the food. A 
cook and helper are employed to prepare 
the food and 2 volunteers make the sand- 
wiches and package the meals; 10 other 
volunteers deliver the meals in private 
automobiles. The entire program occu- 
pies approximately 60 volunteers each 
week. As additional automobiles are 
utilized, the routes are shortened and 
more volunteers are used. A hot dinner 
and a cold supper are delivered together 
at midday. The hot foods are served in 
covered divided plates, each placed in an 
insulated bag and transported in large, 
preheated, corrugated paper cartons, 
insulated with fiberglass. Desserts and 
salads are packed in paper containers 
with lids, sandwiches are wrapped in 
heavy wax paper, and milk is served in 
individual containers. These cold foods 
are placed in brown paper bags and 
transported in precooled insulated car- 
tons. Hot beverages are carried in 
thermos flasks. Approximately 55  per- 
sons are served each day. In addition, 
there is a waiting list of 25 other eligible 
applicants. 


Service: Dinner and supper 


Fees: Minimum $ .50 
Maximum 1.50 
Usual 1.50 


Schedule of payment: Monthly 

Cost of raw food, preparation, and packaging: 
$1.48 

Per cent of total cost of program covered by 
fees: 69 (excluding the administrative cost 
of the director’s time, the nutritionist, and 
home visits by nurses, which are met out of 
the general fund of the Visiting Nurse Service). 
Days per week of service: 5 

Modified diets available upon written order of 
a physician. 


East Orange, New Jersey. A Meals on 
Wheels program was initiated in No- 
vember 1958 at the stimulus of the 
Mayor’s Senior Citizen Council Commit- 
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tee. It is sponsored by a number of local 
civic organizations and serves the city 
of East Orange, with a population of ap- 
proximately 83,000. Eligibility is based 
upon incapacity in regard to shopping 
and meal preparation. Applicants are 
screened by social workers, who also de- 
termine the fee. The income from fees 
is supplemented by contributions from 
organizations and individuals. Menus 
are planned by a nutritionist from the 
Red Cross. Foods are prepared by a paid 
cook in the kitchen of the Elks Club and 
are packaged by volunteers. Hot food 
is served on paper plates covered with 
aluminum foil and placed in a heated 
metal box, transported in a Red Cross 
station wagon. Salads and desserts are 
packed in paper serving cups and sand- 
wiches in wax paper bags. Seniors from 
the local high school accompany volun- 
teer drivers to make the deliveries. The 
number served varies between 11 
28. 


and 


Service: Breakfast, dinner, and supper 
Fees: Minimum no fixed amount 
Maximum = $1.40 
Usual $1.00 


Schedule of payment: Weekly 

Cost of raw food, preparation, and packaging: 

$1.15 

Per cent of total cost of program covered by 

fees: 70 

Days per week of service: 5 

Chicago. In November 1958, a Meals 
on Wheels program began operation 
sponsored by the Mission Board and the 
Women’s Association of the Glenview 
Community Church. The program is op- 
erated at the Erie Neighborhood House 
and covers an area of a one mile radius, 
with an estimated population of 12,000. 
Eligibility is limited to aged individuals 
who are homebound and cannot obtain 
or prepare adequate meals. The nurse 
or caseworker making the referral evalu- 
ates eligibility and sets the fee. Referrals 
come primarily from the Visiting Nurse 
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Association, social agencies, and hospi- 
tals. Income from fees is supplemented 
by contributions from church organiza- 
tions and individual donors. Menus are 
planned by a local nutritionist. Prepara- 
tion and packaging of foods is done at 
the Erie Neighborhood House kitchen 
by volunteers, who do partial prepara- 
tion in their own homes and transport 
the foods to the settlement house, where 
volunteers help in the final preparation 
and packaging. Approximately 4 vol- 
unteers are engaged in preparation 
each day. Hot meals are placed on 
divided foil plates, covered with foil 
wrap, and transported in Hot Box units. 
Coffee is carried in thermos containers. 
Two groups of volunteers make deliver- 
ies. An average of 17 recipients is served, 
receiving meals two days each week. 
Emphasis is placed on the personal visit 
as well as the meal service. Small serv- 
ices, such as the mailing of letters, are 
available to the recipients. Flowers and 
used books and magazines, donated by 
individuals and garden clubs, often ac- 
company the meals. 


Service: Dinner, plus additional coffee and 
milk 


Fees: Minimum $ .25 
Maximum 50 
Usual 30 


Schedule of payment: Daily or in advance 
Cost of raw food, preparation, and packaging: 
$ 59 

Per cent of total cost of program covered by 

fees: 40 

Days per week of service: 2 

Modified diets available. 

Mansfield, Ohio. A Meals on Wheels 
program was initiated in the spring of 
1959. The sponsoring agency is the 
Mansfield Memorial Homes, Inc., a local 
nonprofit organization for the aged. The 
program serves the city of Mansfield, 
with a population of approximately 
52,000. To be eligible, a client must be 
over 50 years of age, a resident of the 
Mansfield and unable to obtain 


area, 
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or to prepare adequate meals. He must 
be able to feed himself, set out the uten- 
sils, and clean them. A medical social 
worker employed by the local health 
department evaluates eligibility, sets the 
fee, and assists in the administration of 
the program and the evaluation of its ef- 
fectiveness. Income from fees is supple- 
mented by the Mansfield Memorial 
Homes, Inc. Menus are checked and ap- 
proved by the chief dietitian of the 
local hospital. The meals are prepared 
by a caterer in her home kitchen, which 
has been approved by the City Health 
Department’s Food Service Licensing 
Program. The bulk food is carried in 
insulated containers in a station wagon 
driven by the caterer and the meals are 
served, at the client’s door, in individual 
dishes on a tray. The dishes left the 
previous day are rinsed by the client, 
picked up at the subsequent delivery, 
and sanitized by the caterer. The ap- 
proximate number served is 15. 


Service: Dinner and supper 


Fees: Minimum No fixed amount 
Maximum $3.00 
Usual 75 


Schedule of payment: Monthly 

Cost of raw food, preparation, and packaging: 

$1.90 

Per cent of total cost of program covered by 

fees: 40 

Days per week of service: 7 

Modified diets available. 

Syracuse, New York. In the spring of 
1959, a three-year demonstration Meals 
on Wheels program was undertaken by 
the Council on Aging of the Council 
of Social Agencies of Syracuse and On- 
ondaga County. Before this, there was a 
study of the need and feasibility of such 
a program in Syracuse. The geographic 
served is Syracuse and its nearby 
suburbs, with an estimated population 


area 


of 404,000. Eligibility is based upon in- 
ability to obtain and prepare adequate 
meals and evaluated by the administrator 
of the project. All clients pay the same 
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fee. A grant from a local foundation sup- 
plements the income from fees. Menus 
are planned by the project administra- 
tor with the aid of a volunteer nutri- 
tionist. Food is prepared by a paid cook, 
under the supervision of the administra- 
tor, in the central kitchen of a public 
housing project located near the center 
of the city. Packaging and delivery are 
done by volunteers working on a regular 
schedule from the Volunteer Center, 
Inc. Disposable containers are used for 
all items except soup and hot beverages, 
which are carried in thermos jugs. An 
average of 40 persons is served. There is 
a companion project in Syracuse for per- 
sons requiring Kosher diets, which is 
operated out of the Jewish Home for the 
Aged, with intake through the Jewish 
Family Service Bureau. 

Service: Dinner and supper 

Fee: $1.25 

Schedule of payment: Weekly or semimonthly, 

in advance 

Cost of raw food, preparation, and packaging: 

$1.87 

Per cent of total cost of program covered by 

fees: 54.2 

Days per week of service: 5 

Modified diets available. 

Dayton, Ohio. In Dayton, Ohio, a one- 
year experimental Meals on Wheels 
project was begun by the Soroptimist 
Club in November 1959. The program 
serves residents of East Dayton, with an 
estimated population of 30,000, includ- 
ing approximately 4,000 over 60 years of 
age. Clients must be over 65 and unable 
to prepare meals. The Visiting Nurse 
Association evaluates eligibility and sets 
the fee. The income from fees is supple- 
mented by the proceeds of benefit func- 
tions of the Soroptimist Club. A dietitian 
plans the basic menu pattern, which is 
used by the catering service. Food is 
served in aluminum containers with 
wrappers. Delivery is made by the cater- 
ing service or by taxicab. The average 
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number of clients served at the present 
time is 6. 


Service: Breakfast, lunch, and dinner 


Fees: Minimum $ .50 
Maximum 2.00 
Usual fee obtained 1.00 


Schedule of payment: Weekly 

Cost of raw food, preparation, and packaging: 

$2.00 

Per cent of total cost of program covered by 

fees: 50 

Days per week of service: 7 

Detroit. A Meals on Wheels program 
was initiated late in 1959 by the Detroit 
Industrial School Association, a neigh- 
borhood house, at the request of the 
Mayor’s Committee on Aging. The area 
served includes a public housing project 
and the surrounding community, with 
an estimated population of 10,000, in- 
cluding approximately 1,200 over the 
age of 65. Clients must be over 65, 
unable to obtain or prepare adequate 
meals, live alone, and not be bedridden. 
Eligibility is evaluated by the director 
of the neighborhood house, who also sets 
the fees. Income from fees is supple- 
mented by the Detroit Industrial School 
Association. Menus are planned by a 
volunteer nutritionist. Food is prepared 
at the neighborhood house by a paid 
cook. Volunteers package the meals and 
deliver them in their own cars. Hot food 
is served in divided paper plates and 
carried in airline-type vacuum contain- 
ers. Cold food is served in paper cups 
or wrapped in wax paper. The average 
number of clients served is 20. 


Service: Dinner and supper 


Fees: Minimum $ .50 
Maximum 1.50 
Usual 50 


Schedule of payment: Weekly or semimonthly, 
in advance 

Cost of raw foods, preparation, and packaging: 
$1.50 

Per cent of total cost of program covered by 
fees: 33 per cent of raw food cost 

Days per week of service: 5 

Modified diets available. 
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Kalamazoo, Michigan. The Kalama- 
zoo Community Service Meals on 
Wheels, Inc., began operation on Feb- 
ruary 1, 1960. Before incorporation, 
many groups, such as the YWCA, the 
Council of Social Agencies, and the 
Visiting Nurse Association, assisted in 
organization. The geographic area 
served is Kalamazoo, with an estimated 
population of 75,000. Eligibility is eval- 
uated and the fee is set by a social case 
worker employed by the Meals on 
Wheels program. Referrals come from 
physicians, the Visiting Nurse Associa- 
tion, and various social agencies. At pres- 
ent, the income from fees is supple- 
mented by gifts from individuals and 
clubs. Menus are planned by the YWCA 
Food Service Director and volunteer 
dietitians. The meals are prepared at 
the YWCA by paid workers. Volunteers 
assist with the packaging of foods. The 
hot meal is served on a foil compartment 
plate, covered with foil, and placed in 
an insulated bag. The meals are trans- 
ported in a heated metal case. Volun- 
teers deliver the meals. At present, ap- 
proximately 10 clients are served, but 
the program is rapidly expanding. 

Service: Breakfast, dinner, and supper 

Fees: Minimum $ .80 

Maximum 2.00 

Schedule of payment: Weekly or monthly, in 

advance 

Cost of raw food, preparation, and packaging: 

$2.00 

Days per week of service: 5 

Toledo, Ohio. In mid-February 1960, 
the Soroptimist Club of Toledo initi- 
ated’.a Meals on Wheels program as a 
pilot project, with the hope that the 
need for the program would be demon- 
strated and some social’ agency would 
continue and expand the service. The 
geographic area served is the near down- 
town area of Toledo. Eligibility is deter- 
mined by caseworkers of the Division of 
Aid for the Aged of the Ohio Depart- 
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ment of Public Welfare. No fees were 
collected during the first month, but 
thereafter a nominal amount was 
charged. Income from fees is supple- 
mented by the Soroptimist Club. The 
food is prepared by a restaurant in a 
downtown hotel and is served on divided 
trays, which are inserted into a carrier 
loaned by one of the airlines. A car and 
driver are furnished by a local auto- 
mobile dealer for delivery of the meals. 
Another person, paid $2.00 per day, ac- 
companies the driver and carries the 
meals into the recipients’ homes. The 
average number of persons served is 12. 

Service: Dinner 

Fee: $ .50 

Schedule of payment: Weekly, in advance 

Days per week of service: 7 

Modified diets available. 

Pekin, Illinois. The Pekin Public Hos- 
pital began a two-year pilot study of 
Meals on Wheels on May 1, 1960. The 
geographic area served is Tazewell 
County, with a population of approxi- 
mately 60,000. Eligibility is based on 
medical need, determined by the physi- 
cian requesting the service. The hospi- 
tal sets and collects the fee. A staff dieti- 
tian plans the menus and supervises pre- 
paration and packaging of meals in the 
hospital. Deliveries of the hot dinner 
meal, plus food for the other two meals, 
is made seven days a week by a hospital 
employee. Modified diets are available 
upon the doctor’s orders. 

England. Mobile meal service for the 
homebound was pioneered by the Brit- 
ish Red Cross Society during World War 
II. The Red Cross continues to operate 
Meals on Wheels programs in some 
urban areas, but the majority of pro- 
grams are sponsored by the Women’s 
Voluntary Service for Civil Defense. 
Some of the latter have been in oper- 
ation for more than ten years. In many 
localities in England, there are Old Peo- 
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ples Welfare Committees; 1,575 were in 
existence in 1959. Their purpose is to 
coordinate the efforts of all organiza- 
tions, statutory bodies, and individuals 
concerned with the care of elderly peo- 
ple. These local committees undertake 
mobile meal service only when neither 
the Red Cross nor the W.V.S. is able to 
do so. Regardless of the sponsorship, 
the Welfare Department of the Local 
Authority, county or district council, co- 
operates and contributes to the support 
of the program. Referrals are made by 
the local health officer, the welfare 
officer, physicians, district nurses, clergy, 
and other representatives of social agen- 
cies. Conditions of eligibility are similar 
to those mentioned in the discussion of 
programs in the United States. 

Meals are prepared in a variety of 
facilities: industrial, commercial, or 
municipal canteens; old folks homes; 
School Meals Service; local Red Cross 
headquarters; and kitchens provided 
and equipped by the local government. 
For each program sponsored by the W. 
V.S., there is a staff Meals on Wheels 
specialist or organizer, who assumes the 
responsibility for the entire program. 
She plans the menus, does the buying, 
maintains records, and trains volunteers. 
Preparation and serving of meals are 
delegated to teams of volunteers, who 
work approximately one day every two 
weeks. Either vans or private cars are 
used in delivering the meals, according 
to the size and nature of the route. The 
drivers are volunteers. Each driver has a 
partner to expedite the delivery. 

Much experimental work has been 
done in the development of containers 
to maintain the proper temperature. To 
comply with the British Food Hygiene 
Regulations, meals must be kept at a 
temperature of 145° F. until served. 
Containers suitable for vans and similar 
smaller containers to fit into the trunk 
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of a passenger car are available. They 
may be insulated containers, preheated 
by steam, boiling water, electricity, Bu- 
tane gas, or charcoal briquettes. The heat- 
ed containers hold from 6 to 40 dinners 
on individual divided dishes. They are 
served to recipients on their own plates. 
The service generally consists. only of a 
hot midday meal. The majority of pro- 
grams operate five days a week, but a 
number have a two- to four-day schedule. 
Recipients pay for each meal at the 
time of delivery. Income from the re- 
cipients’ fees is supplemented mainly by 
the local government. Under the Local 
Government Act of 1958, County and 
District Councils are empowered to 
grant funds for meals for persons re- 
quiring them for health reasons. The 
initial cost of kitchens, vans, and con- 
tainers is generally shared by the govern- 
ment, voluntary local organizations, and 
industries. In one county, a meals pro- 
gram is based in a hospital. The hospital 
catering officer arranges the planning 
and preparation of the meals. With the 
exception of this program, modified 
diets are not usually provided. 

As a variation of the mobile service, 
there is the growing development of 
lunch clubs, where elderly people come 
together at a center for a hot noon 
meal. A survey has recently been under- 
taken of the meals service in England. 
The report of this survey should give 
valuable information, since England’s 
experience is longer and more wide- 
spread than that of the United States. 


Discussion 


Meals on Wheels programs are among 
the newest services available for the 
homebound in the United States. Of the 
14 programs known to the authors, all 
but one have started operation since 
1957. The impetus for the development 
of Meals on Wheels programs has come 
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from a variety of voluntary organiza- 
tions and citizens’ groups, rather than 
from official governmental agencies. 
Each program has developed along the 
lines dictated by local resources. In two 
instances, the Meals on Wheels _pro- 
grams have been chartered as separate 
agencies, while in the other cases they 
remain special service projects of exist- 
ing organizations. 

The eligibility of the recipients is gen- 
erally based upon age, economic need, 
and inability to prepare adequate meals 
for themselves. However, in some cases, 
age and economic need are the sole 
criteria, without regard to the need for 
this service on the basis of disability. 
Eligibility is determined by caseworkers, 
nurses, or nonprofessional persons work- 
ing in the program. In one of the new 
programs, physicians determine the eli- 
gibility. The principal sources of referral 
to the programs are visiting nurse as- 
sociations, public health nurses, hospi- 
tals, social welfare agencies, and physi- 
cians. In Columbus, Ohio, the program 
is listed in the phone book and persons 
can call directly and request enrollment. 

All but one of the programs have a 
fee schedule. In most cases, the fee is 
based upon ability to pay. In the pro- 
grams that were able to estimate the 
per cent of the operating cost covered 
by the income from fees, this varied from 
40 to 70 per cent. However, in these es- 
timates, the cost of services of profession- 
al persons—nurses, nutritionists, social 
workers, and so forth—was not usually 
considered in the estimation of the over- 
all operating cost. For example, in 
Rochester, New York, fees provide 69 
per cent of the expenses, not including 
the time of the professional staff em- 
ployed before the initiation of the pro- 
gram and currently devoting time to its 
operation. The income from fees is gen- 
erally supplemented by funds from the 
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various sponsoring organizations and by 
special fund-raising efforts. In Roches- 
ter, the New York State Health Depart- 
ment supplemented the program with a 
special grant. In Mansfield, Ohio, the 
Ohio Department of Health provided 
funds to the local health department 
for the hiring of a social worker to par- 
ticipate in this program. In 2 cases, 
grants from foundations supplement the 
funds of the program. 

In general, the meals are planned by 
nutritionists or dietitians. Attention is 
given to the general principles of geri- 
atric nutrition, to local food habits, and 
to food availability. he degree of super- 
vision of food preparation and menu 
planning varies from one program to 
another. In some programs, physicians 
and nutritionists plan and supervise the 
preparation of the meals. In other pro- 
grams, nutritionists furnish sample 
menus or menu patterns to the caterer 
or restaurant but do not supervise the 
preparation. 

The preparation of food is usually 
done in the 
agencies and clubs or in local restau- 
rants. In Rochester, New York, a special 


kitchens of community 


kitchen was established for the purpose 
of the program. In Mansfield, Ohio, the 
food is prepared in the home of the 
caterer, the premises having been ap- 
proved by the local health department. 
All programs serve at least one main 
meal. Of the 14 programs, 8 operate five 
days a week, 4 operate seven days a 
week, and 1 operates two days a week; 
11 include foods for an additional meal 
or snack, and 4 provide food for 3 meals 
each day of operation. In all but 2 pro- 
grams, volunteers participate in some 
part of the delivery of the meals. The 
mode of delivery varies and the cost dif- 
fers from one program to another. The 
methods of packaging the foods and 
maintaining heat or coldness vary some- 
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what from one program to another, 
Satisfactory procedures and mechanisms 
for packaging and maintenance of foods 
en route have been developed. 

Most of the programs serve a small 
number of individuals, in relation to the 
probable community need. Limitations 
of transportation, funds, and personnel 
dictate the size of the program. Some 
programs have not attained their ex- 
pected capacity. As can be seen from the 
individual program reviews, the geo- 
graphic areas vary from densely popu- 
lated metropolitan regions to less popu- 
lous urban and suburban areas. There 
are no rural programs known to the 
authors. 

The successful maintenance of the 
aged or handicapped individual in his 
accustomed surroundings is a fairly well- 
accepted goal of medical care. To ac- 
complish this, however, a great deal more 
is required than the attention of the phy- 
sician. In many cases, the central prob- 
lem is not a medical one. The provision 
of one or a number of relatively simple 
services mean the difference be- 
tween maintenance at home and institu- 
tionalization. In every community, there 
is a constellation of potential sources of 
service for the aged and handicapped. 
There are the medical and paramedical 
practioners; official health, welfare, and 
education agencies; voluntary health and 
welfare organizations; community serv- 


can 


ice groups and philanthropic organiza- 
tions; and individuals whose occupation 
or interest offers them an opportunity 
to serve. The problem is most frequent- 
ly the marshalling of these resources. It 
is unwise to proceed with the develop- 
ment of a service program without seek- 
ing the aid and counsel of these groups. 
In many communities, there is but need 
for a start—some activity that can gain 
public acceptance, offer a well-recognized 
service, and provide a focus about which 
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a coordinated plan can develop. Such a 
beginning can be made with a Meals on 
Wheels program. Here is an easily under- 
stood approach to the survival needs of a 
readily defined group in the community. 
In addition to feeding persons who are 
incapable of adequately feeding them- 
selves, this program brings them into 
contact with people who can perform 
a number of other services for them. 
There is the fundamental value of social 
contact for a homebound, handicapped 
individual. In addition, there are a num- 
ber of simple services, such as occasional 
marketing for small items, mailing let- 
ters, and referral of problems to appro- 
priate community agencies, that can be 
accomplished. A feeding program be- 
comes one aspect of a more comprehen- 
sive home service program. It can be the 
spur to the development of housekeep- 
ing services; improvement of housing; 
of recreational 
pational therapy into the home; and pro- 


introduction and occu- 
vision of medical care, nursing care, phys- 
ical therapy, and other essentials of home 
care, 

Regardless of the mode of origin of 
a coordinated home service program, 
some type of home-delivered meals will 
eventually be needed. Certain individu- 
als may need such service for a short 
period, such as the convalescent period 
of an illness or injury and during periods 
of inclement weather. A well-organized 
feeding program can offer services for 
such individuals. It is important to take 
precautions that the service does not 
exceed the need. It should not foster 
dependency. The individual who can 
prepare his own leave the 
house to obtain them elsewhere should 
be urged to do so. 


meals or 


GERIATRICS, MAY 1961 





An extension of a Meals on Wheels 
program may be the development of a 
dining facility for elderly persons with 
limited means, where they can take their 
meals in company. Essential are the serv- 
ices of a dietitian or nutritionist to give 
consultation or supervision to the meals 
service and to fashion diets for persons 
with special medical problems, under 
their physicians’ direction. Still another 
extension may be the provision of a 
dietary counseling service. It must be 
remembered that elderly individuals 
have strong food preferences and long 
established tastes that should be worked 
with rather than attacked. 

Close liaison should be established 

with hospitals, clinics, convalescent 
homes, and other organizations that 
come in contact with people who have 
problems of infirmity. A Meals on 
Wheels program can be of valuable aid 
to the successful discharge of patients 
from the hospital to the home. The 
workers in a Meals on Wheels program 
come in contact with homebound indi- 
viduals, become aware of their needs, 
and can make referral to appropriate 
agencies or medical care facilities. Above 
all, workers in a Meals on Wheels pro- 
gram must regard their activity as a 
limited aspect of a total community or- 
ganization for the provision of services 
to increase the independence of the aged 
and infirm, allowing them to live suc- 
cessfully in their own homes, preventing 
their deterioration, and supplying a very 
basic aspect of home care. 
The authors are indebted to the Meals on 
Wheels program directors and many persons in 
national, state, and local health and welfare 
agencies for their cooperation in submitting the 
data upon which this paper is based. 
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Presentation of Case 


This 64-year-old retired steam fitter was 
admitted to Minneapolis Veterans Ad- 
ministration Hospital on April 30, 1960. 
Since his retirement six months earlier, 
he had been complaining of progressive 
weakness. During that period, he also 
had lost 23 lb. At the time of admission, 
he had a moderate diarrhea. 

Physical examination revealed a 
chronically ill-appearing white man 
with a fever of 102° F., a pulse rate of 
128 per minute, and a blood pressure 
of 104/50 mm. Hg. His head, eyes, ears, 
and nose were not remarkable. Expira- 
tory sonorous rales were heard over the 
right lung field. The heart was en- 
larged to the left on percussion, and 
there was a short grade II systolic 
apical murmur. The liver edge was felt 
5 fingerbreadths below the right costal 
margin, and the tip of the spleen was 
palpable. There was a small, firm nodule 
in the left lobe of the prostate. Digital 
clubbing was minimal. The neurologic 
examination was negative. No lymphad- 
enopathy was noted. 

On laboratory examination, 3 urinal- 
yses were normal. The hemoglobin was 
9.0 gm. per 100 cc.; leukocyte count was 
1,050 per cubic millimeter, with 72 per 
cent polymorphonuclear leukocytes and 
28 per cent lymphocytes. Slight polychro- 
masia and poikilocytosis were present. 
One myelocyte, 2 metamyelocytes, and 
12 band forms were noted. The platelets 
were decreased to 13,000 per cubic mil- 
limeter. The hematocrit reading was 29 
per cent, the reticulocytes constituted 
1.3 per cent of the total erythrocyte 
count. The erythrocyte sedimentation 
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rate was 42 mm. per hour by the Wester- 
gren method. The VDRL test was nega- 
tive. Blood urea nitrogen was 22 mg. 
per 100 cc., fasting blood sugar was 114 
mg. per 100 cc., and serum cholosterol 
was 158 mg. per 100 cc. The direct 
serum bilirubin was 0.8 mg.; the total 
was 1.6 mg. per 100 cc. The alkaline 
phosphatase was 15.9 King Armstrong 
units, the bromsulphalein retention was 
19 per cent, and cephalin flocculation 
test was 2+ in twenty-four hours and 
again in forty-eight hours. The serum 
albumin was 2.1 gm. per 100 cc., and the 
serum globulins were 3.9 gm. per 100 
cc. Several stool specimens were negative 
for occult blood. ‘The fecal urobilinogen 
was 155 mg. per twenty-four hours. 
Three blood cultures were negative. 
Electrocardiograms revealed a_ supra- 
ventricular tachycardia of 170 per min- 
ute and negative T waves in leads II, 
III, AVF, and V, to V,. Serum sodium 
was 136 mEq., potasium 3.8 mEq., chlor- 
ide 102 mEq., and carbon dioxide 22.3 
mEq. per liter. A chest film showed a 
calcified Ghon tubercle at the right base 
and a partially calcified granuloma over- 
lying the third dorsal vertebra in a 
lateral projection. Roentgenograms of 
the lumbar spine were not remarkable 
except for confirmation of the hepato- 
splenomegaly and an aneurysmal bulge 
of the abdominal aorta. A sternal bone- 
marrow biopsy yielded an unsatisfactory 
specimen. 

During the hospital course, the pa- 
tient’s fever and weakness continued. 
The tachycardia could be slowed down 
by administration of lanatoside C. He 
also received 2 gm. of chloramphenicol 
daily. On May 3, 1960, his blood pres- 
sure began to drop. When it had 
reached pressures of 80/54 mm. Hg, 
his physicians began to administer 100 
mg. of metaraminol added to 1,000 cc. 
of 5 per cent dextrose in water or 


GERIATRICS, MAY 1961 










physiologic saline. Later, hydrocortisone 
had to be added to his medications in 
order to maintain an adequate blood 
pressure. The urine output remained 
at 500 cc. per day. Transfusions of whole 
blood were given at the rate of 1 unit 
per day. His white blood cell counts 
varied between 900 and 1,800 per cu. 
mm. The patient remained unrespon- 
sive to this therapy, and, on May 14, 
1960, moist tracheobronchial rales de- 
veloped over both lungs, his respira- 
tions were labored, and he died during 
the evening of that day. 


Discussion 

DR. ROSSING: To review the case briefly, 
this 64-year-old man presented with a 
six months’ history of weakness, weight 
loss, and diarrhea and, on physical ex- 
amination, was febrile and had some 
rales in the right lung. He had a mur- 
mur and a tachycardia on admission. I 
suspect that this murmur was not of any 
significance, since it was not  subse- 
quently mentioned, so I adhere to the 
assumption that this may have been re- 
lated to the anemia. He also had a 
palpable liver and spleen. He had a 
small nodule in his prostate, and no 
adenopathy was recorded. A hemogram 
revealed anemia, thrombocytopenia, and 
leukopenia. He had only 1.3 per cent 
reticulocytes despite the anemia. He had 
a sedimentation rate of 42 mm. per 
hour. His liver function tests were 
mildly deranged but did not follow a 
specific pattern. He had a_ reversed 
albumin-globulin ratio, and it would be 
interesting to know the globulin con- 
stitution of the serum proteins. Alkaline 
phosphatase was very slightly elevated, 
and acid phosphatase was normal. Stools 
were negative for blood. His fecal 
urobilinogen was 155 mg. per twenty- 
four hours, which, if taken before the 
institution of antibiotic therapy, prob- 
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ably was about normal for his hemo- 
globin. In other words, there is no evi- 
dence for an increased excretion of bile 
pigments. His electrocardiogram showed 
only tachycardia and what might well 
be related changes. His electrolytes were 
not unusual. The chest film was 
reported to calcified Ghon 
tubercle at the right base and also a 
granuloma overlying the third dorsal 
vertebra on the lateral roentgenogram. 


too 
show a 


This might be a good time to see the 
films. 
RADIOLOGIST: The posteroanterior 
chest film shows a lesion at the right 
base which is small and appears to be 
calcified. The heart is normal in con- 
tour and size. The calcification 
that was mentioned is seen only on the 
lateral chest roentgenogram. I think that 
it is likely to be a peritracheal lymph 
node with ring-like rather than homo- 
genous calcification. The film of the ab- 


other 


domen shows that the liver is enlarged. 
The spleen also appears quite large, al- 
though certainly not massively so. The 
abdominal aorta is calcified rather ex- 
tensively with no definite aneurysm in 
it. There 
lesions. 


are no demonstrable bone 


DR. ROSSING: A bone-marrow biopsy 
was obtained and reported as unsatis- 
factory. Apparently, no study of sputum 
was done and no skin tests were applied. 
The patient’s hospital course appeared 
to be rather steadily downhill. He was 
given Chloromycetin without percept- 
ible effect on his fever. On the fourth 
hospital day, he became hypotensive, 
and symptomatic treatment with metara- 
minol and, later, with hydrocortisone 
maintain his blood 
pressure. He was given transfusions, and 
I asked Dr. Zinneman about the effect 
of these transfusions on his hemoglobin. 
Apparently, it rose to 13 gm., so this 
was not a situation of rapid blood loss 


was necessary to 


250 








or hemolysis. His white count remained 
low throughout his entire stay, which 
might be significant, especially in the 
face of steroid therapy. On the fifteenth 
hospital day rales developed, his fever 
increased, and he died. 

This case presents clues referable to 
several systems. I think that the basic 
problem appears to be hematologic, and 
I would like to start at least with the 
consideration of our hematologic data. 
I do not think that the anemia was due 
to iron deficiency. There was no blood in 
the stool. The morphology was not par- 
ticularly suggestive, and iron deficiency 
would not explain the abnormalities of 
white blood cell or platelet counts. 
Could this have been pernicious anemia? 
Neutropenia and thrombocytopenia are 
described in pernicious anemia, and ab- 
normal red cells, such as were described 
here, may be seen in these cases. How- 
ever, we have no description of multi- 
nucleated white cells, such as one would 
expect to see. We would like to diagnose 
pernicious anemia from the marrow, 
but, in the absence of this test, I do not 
have anything to support a diagnosis of 
pernicious anemia. Was it hemolytic 
anemia? If the fecal urobilinogen had 
been determined before the institution 
of broad spectrum antibiotics, which 
would diminish it, then I think this 
determination alone rules out hemolytic 
anemia. Also, one would expect much 
more reticulocytosis and a hyperplastic 
marrow, which should be easy to biopsy. 

We must then conclude that we deal 
with the family of the so-called hypo- 
regenerative anemias in which the bone 
marrow fails to respond normally to the 
stimulus of anemia. In this type of 
anemia, immature white cells, leuko- 
penia, and thrombocytopenia may be seen 
just as this man showed. Searching for 
the causes of hyporegenerative anemia, 
we are faced with a broad family of dis- 
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eases. Aleukemic leukemia could pro- 
vide this picture, and so could others 
of the malignant lymphoma _ group. 
There is a group of hyporegenerative 
anemias, called primary refractory 
anemias, for which no obvious cause 
can be found. 

The bone marrow is sensitive to a 
large number of toxic and environmen- 
tal factors which sometimes are associ- 
ated with certain occupations. This man 
was a steam fitter. I know nothing of 
steam fitting that would give rise to 
toxic exposure. I assume that this par- 
ticular aspect was reviewed with him, 
also his exposure to insecticides, weed 
poisons, and any one of the variety of 
compounds with which we are now sur- 
rounding ourselves—all of which are po- 
tentially toxic to the bone marrow. But, 
assuming that the history failed to re- 
veal any such source, we will have to 
put that consideration aside. 

There is a group of hyporegenerative 
anemias, called the myelophthisic 
anemias, among them myelofibrosis, os- 
the 
disease, metastatic carcinoma to the bone 
marrow, and certain inflammatory le- 


teosclerosis, so-called marble-bone 


sions in the bone marrow. This group 
associated with 
tuberculosis, subacute bacterial 
carditis, and involvement of the bone 


has been disseminated 


endo- 


by certain malignant lymphomas, such 
as Hodgkin’s disease. In some of these 
situations, the anemia is all out of pro- 
portion to the demonstrable mechanical 
involvement of the bone marrow, and 
the idea of mechanical displacement 
seems naive. 

At this point, I would like to look 
to the other systems for clues that might 
be helpful. The history is really non- 
specific, except for the diarrhea which 
calls our attention to the gastrointestinal 
tract, but no subsequent developments 
suggest gastrointestinal tract pathology. 
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His physical examination revealed rales 
in his lungs, but these are not mentioned 
again until the terminal event. The 
roentgenogram of the chest certainly 
does not suggest an acute process and, 
without symptoms referable to his chest, 
I think I shall have to discount this 
system. He did have an enlarged liver 
and spleen, and I think that these find- 
ings are significant, although not very 
specific in that enlargement, especially 
of the spleen, is common to a number 
of the diagnoses that I have already 
mentioned. Involvement of the liver 
without marked derangement of liver 
function suggests not a primary liver 
disease but rather liver involvement by 
a secondary process. The absence of 
adenopathy is significant and may weigh 
against some of the diagnoses that we 
otherwise would consider. He did have a 
prostatic nodule but, with a normal acid 
phosphatase and no evidence of bony le- 
sions on the roentgenogram, we need not 
dwell on this. He may have had acute 
pneumonia terminally. We must con- 
sider either bacterial pneumonia or in- 
vasion of the lung with some weakly 
pathogenic fungus which does not or- 
dinarily succeed in establishing house- 
keeping in the lung but may do so in a 
patient who is terminal from another 
disease. 

Now we return to the marrow. I ques- 
tion why the marrow aspiration was un- 
satisfactory. Was this determined by the 
person who attempted the aspiration? 
Was the bone cortex so thick that he was 
not able to get the aspirating needle 
through it, or was an unsatisfactory fibro- 
tic specimen obtained? 

DR. ZINNEMAN: The specimen appeared 
to be peripheral blood. 
This would 


DR. ROSSING: certainly 


bring up the advisability then of another 
attempt to obtain a bone-marrow biopsy. 
I think that the answer to this man’s 
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problem lies in his bone marrow and 
that certainly, after failing in the first 
attempt of this kind, next step 
would be to try either another aspiration 
biopsy or a surgical biopsy from the 
iliac think that the 
though ill, was in sufficiently good con- 
dition to have this done. And, just be- 
fore the conference, Dr. .Zinneman in- 
formed me that this was done and that 
the results returned too late to assist the 
clinicians. I do believe that the answer 
lies in the marrow and that the second 


the 


crest. I man, al- 


biopsy of the marrow was in order. 
bacterial endo- 
carditis only to rule it out. Any older 


I mention subacute 
patient with an unexplained anemia 
bacterial 
ditis. However, the leukopenia would 


may have subacute endocar- 
be most unusual. The murmur, as al- 
ready stated, does have a more plausible 
explanation. The enlargement of the 
spleen, of course, would fit very well; 
but we have no evidence of peripheral 
embolization, no petechiae are described. 
We are specifically told that 3 urine 
specimens were not abnormal, and we 
have 3 negative blood cultures. I think, 
therefore, that there is little evidence to 
support subacute bacterial endocarditis. 

Another diagnosis that I cannot dis- 
miss as easily is that of miliary tuber- 
culosis. Unusual hematologic findings, 
such as anemia, and abnormalities of 
white cells, are uncommon in 
miliary tuberculosis. ‘This may take the 
form of a leukemoid type of leukocytosis 
or leukopenia with the release of im- 
mature white cells, despite the low total 
white cell count. The spleen is not in- 
frequently enlarged in miliary tubercu- 
losis, the liver more rarely. Fever and 
the sedimentation rate are, I think, com- 
patible with miliary tuberculosis. Mil- 
iary lung lesions were not described, but 
they take a matter of a few weeks to 
reach 2 to 3 mm. in diameter, a size 


not 
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recognizable on the roentgenogram. The 
same comments also apply to the pos- 
sibility of a disseminated fungus infec- 
tion, histoplasmosis being the most 
likely. Was there any story of his having 
been in other parts of the country for an 
appreciable length of time where he 
might have picked up a granuloma of a 
kind other than tuberculous?. 

DR. E. T. BELL: Was he a resident of 
Minnesota? 

DR. ZINNEMAN: Yes. 

DR. ROSSING: There is no doubt that 
histoplasmosis can occur in Minnesota, 
but I believe that a man who has spent 
his entire life here is much more likely 
to acquire tuberculosis. We mentioned 
the possibility of aleukemic leukemia, 
and I think the hematologic picture 
showing a low white cell count with 
many an associated 
anemia, and thrombocytopenia is con- 
sistent with aleukemic leukemia. Fever 
may be associated especially with the 
more acute forms of leukemia. Again, 
we would have expected to find the 
answer in the marrow. 

Now, we come to the group of anemias 
which we call myelophthisic. We have 
already mentioned some of the situa- 
tions in which this can occur—bone dis- 
eases, disseminated carcinoma, leukemia, 
and a variety of initiating causes which 
terminate in the picture of myelofibrosis. 
The latter may be a late stage of poly- 
cythemia vera. It may occur late in the 
course of chronic myelogenous _leu- 
kemias. It may occur in Hodgkin’s dis- 
ease, and I think myelofibrosis has been 
described as a late occurrence in miliary 
tuberculosis. —The hematologic picture 
certainly fits with that described in mye- 
lophthisic anemias. An enlarged liver in 
such an anemia is usually attributed to 
the occurrence of extramedullary mye- 
lopoiesis and hematopoiesis in the liver 
and spleen. If we believe that this is 


immature forms, 
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a myelophthisic anemia, which of the 
causes is most likely? Here I think I am 
defeated for lack of further information. 
I will say that the lack of peripheral 
adenopathy argues against Hodgkin’s 
disease and lymphatic leukemia, al- 
though both of these may occur without 
peripheral adenopathy. Is this a metasta- 
tic carcinoma? We have no such evi- 
dence. 

Must we consider bronchogenic carci- 
noma? The lesion overlying the spine on 
the lateral roentgenogram had a rough- 
ly circular form that could be considered 
an isolated pulmonary nodule which 
could be malignant. There was ringlike 
calcification, which is almost invariably 
associated with inflammatory disease 
rather than carcinoma, and J, therefore, 
will dismiss this also. Some of the con- 
ditions causing myelophthisic anemia 
will show abnormalities on bone roent- 
genograms: namely, marble-bone disease, 
osteosclerosis, and metastatic carcinoma. 
The bone roentgenograms we saw were 
all perfectly normal and included many 
of the bones which contain much of 
the functional marrow. Therefore, I 
think that the chances of significant find- 
ings in other peripheral bones would 
have been slight. 

I am forced to conclude then that this 
was a myelophthisic anemia, probably 
due to myelofibrosis. As the underlying 
disease which may have resulted in mye- 
lofibrosis, I would name Hodgkin’s dis- 
ease or miliary tuberculosis. I think that 
the man also had terminal pneumonia 
which may well have been due to a 
fungus of low pathogenicity, although 
it might have ‘been a simple bacterial 
pneumonia. 

DR. ZINNEMAN: Thank you very much, 
Dr. Rossing. May we have the students’ 
diagnoses? 

DR. E. B. FLINK: They all agreed on 
aleukemic leukemia. 
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FIG. I. 


showing a reticulum cell with a great many 
yeastlike organisms of Histoplasma capsulatum 
in the cytoplasm. 


DR. CARL ALEXANDER: Dr. Rossing, do 
you attribute any significance to the ter- 
minal drop in blood pressure, and may 
we implicate the adrenals? 

DR. ROSSING: A terminal drop in blood 
pressure is quite nonspecific. It is seen 
with overwhelming infection and malig- 
nancy at the stage when the patient is 
well described as being toxic and cachec- 
tic. We cannot always find an anatomic 
reason for such a drop. There is the 
possibility of adrenal involvement, which 
could also be due to some of the diag- 
noses I have mentioned. 

DR. FRANK HIEBER: Should not fever in 
association with pancytopenia make us 
think strongly of an infection rather 
than a malignancy? 

DR. ROSSING: I do not think I would 
really accept that because infections ac- 
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FIG. 1. Hematoxylin and eosin stain (X 100) of | FIG. 11. Hematoxyline and eosin stain (X 1000) 

lymph node showing many large, pale reticulum Of lymph node showing a high power view of 

cells, a reticulum cell with many yeastlike parasites in 
the cytoplasm. 


companying late stages of malignant dis- 
ease are so common. 


Pathologic Discussion 


DR. SEYMOUR HANDLER: The second bi- 
opsy of bone marrow was obtained from 
the iliac crest with a vim Silverman 
needle, and the cellularity of the marrow 
was essentially normal. It was not a very 
good specimen, but, in looking at the 
smears, the diagnosis was obvious (figure 
I).. The reticulum cells in the bone mar- 
row were packed with many yeastlike 
organisms with a soft dark central area 
and a slight halo about them. This was 








FIG. Iv. Methenamine silver stain (X 440) of 
lymph node. The parasites stain black and are 
seen in clusters, each of which represents a 
reticulum cell, 
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a Classic picture of histoplasmosis. Sec- 
tions of enlarged periaortic lymph nodes 
showed essentially normal architecture 
but a lack of the usual basophilic stain 
due to the increased numbers of reticu- 
lum cells, the cytoplasm of which was 
packed with innumerable yeastlike or- 
ganisms (figures II, III, and IV) . 

The liver weighed 2,800 gm. It was 
tense and somewhat congested on gross 
examination. The liver morphology was 
essentially normal. The Kupffer cells were 
packed with organisms of Histoplasma 
capsulatum (figure V). The marrow is 
almost always involved in disseminated 
histoplasmosis, and this accounts for the 
leukopenia and the anemia. The adre- 
nals were slightly enlarged, weighing 9 
and 11 gm. In some portions, there were 
areas of a caseous necrosis. 

Disseminated histoplasmosis is not 
often associated with caseation, but 
caseation can occur just as in tubercu- 
losis. The hilar node that was described 
on the lateral roentgenogram was in- 
volved with many caseous granulomas. 
The clinician who felt the nodule on the 
prostate was very astute indeed. We 
noted an adenocarcinoma of the pros- 
tate as an incidental finding. The bowel 
was negative and the mesenteric nodes 
were not involved. 

DR. ZINNEMAN: After the necropsy, sev- 
eral of us talked with the patient’s 
widow. I talked to her for quite awhile 
and tried to elicit an exposure, such as 
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FIG. Vv. Hematoxylin and eosin stain (X 1000) of 
the liver showing normal liver parenchymal cells 
with Kupffer cells packed with the parasites. 


cleaning out chicken coops in the 
neighborhood. There must have been 
some exposure, but we have not been 
able to trace it. 

Dr. Rossing’s diagnosis: Myelophthisic 
anemia secondary to Hodgkin’s disease 
or tuberculosis. 

Pathologic diagnosis: (1) Dissemi- 
nated histoplasmosis and (2) carcinoma 
of the prostate. 


Keep seeing the patient 


with hopeless cancer 


& Dr. Norman F. Miller, that very 
thoughtful and fine professor of obstetrics 
and gynecology, emphasized a while ago 
that, when a woman is lying in the hos- 
pital with inoperable carcinoma, her 
doctor will have to fight his understand- 
able reluctance to drop in to see her. 
As Dr. Miller says, “You felt uneasy as 
you walked by and said to yourself, 
“Tomorrow, I will stop in to see her,’ 
but tomorrow, like today, will come and 
go and you pass her by. You salve your 
conscience by saying, ‘Well, there is noth- 
ing I can do.’”’ But, as Dr. Miller says, 
“The moment you go in and spend with 
her may be the one bright spot in her 
long dreary day. Let’s admit that. Let’s 
be humble, but go to see the patient.” 

“Sit down for a moment; she may not 
want to talk about her disease at all. She 
knows it is hopeless, and she knows you 
do not know the answer. But she might 
like to talk a little bit. Perhaps you 
might find out that the patient would 
much prefer to be at home. There, the 
cost to the family would not be so great.” 

As Dr. Miller goes on to say, some of 
the happiest moments a doctor has can 
be those he spends doing a kindness to a 
patient with a hopeless disease. Let us 
remember, the good practice of medicine 
does not all consist of the giving of drugs 
or the ordering of operations. Often, it 
consists of talking in a kindly way with 
one’s patients. 


WALTER C. ALVAREZ, M.D. 









Living arrangements 
and mobility of the aged 





MH Recently, the Bureau of the U.S. 
Census compared living conditions of 
the aged in 1950 and in 1958 and 1959. 
The figures, as analyzed by the Statistical 
Bureau of the Metropolitan Life Insur- 
ance Company, show that some three- 
fourths of old people in the United 
States live in families, and about one- 
fourth live alone or in households where 
no relative is present. Only a very small 
fraction of the aged population live in 
institutions. Actually, more careful study 
would have shown that, in many cases, 
an aged person living alone has a mar- 
ried child occupying another apartment 
in the same house or nearby in the com- 
munity. 

The figures show that the aged are 
less likely than are younger persons to 
change their place of residence. Figures 
suggest that, in the United States as else- 
where, there is a tendency for a con- 
tinuance of close relationships between 
the aged and their children, particularly 
in time of need. 

WALTER CG. ALVAREZ, M.D. 


The value of foot care 
to the aged 


e In the past, I have commented on 
the great benefits that old persons can 
get from expert foot care. They need 
such care more than do the young. Ob- 
viously, they need it when they are suf- 
fering from narrowing of the leg arter- 
ies, particularly when they have diabe- 
tes. Many persons in these situations can 
be kept from getting gangrene of a foot 
or a leg by the care of a good podiatrist. 
As Dr. Edward L. Tarara of the Mayo 
Clinic recently noted, there is great dan- 
ger of infection in the poorly nourished 


GERIATRICS, MAY 1961 



























tissues of the feet of the aged. Any 
bruise, abrasion, or cut should occasion 
alarm. 

Often because of the comparative 
insensitivity of the tissues of the aged, 
the old person does not become properly 
concerned when something starts to go 
wrong with his feet. As a result, gan- 
grene may develop. 

Some time ago, when I visited a large 
and well-run Home, I was much inter- 
ested to hear that the best-loved man 
in the place was the podiatrist, who 
added so much to the comfort of the 
old people. By keeping their feet in good 
condition, he enabled them to get about. 

As we physicians all know, poorly- 
chosen shoes have caused most of the 
trouble with the feet of civilized men. 
Because, until just a few years ago, wom- 
en kept trying to wear shoes too small 
for them, many today are suffering from 
bunions and corns. Today, it is good to 
see that most girls wear soft heel-less 
shoes. 

The December 1960 number of the 
Journal of the American Podiatry Asso- 
ciation contains a symposium on the 
care of the feet of the aged. Besides the 
articles by Dr. Tarara and others, there 
is one by Dr. Leo N. Liss of San Fran- 
cisco who tells of the fine Laguna Hon- 
da Old Peoples’ Home which houses 
some 1,600 patients. Forty per cent of 
them are able to be up and about. Some 
time ago, a podiatry clinic was organized 
to take care of the feet of these old peo- 
ple, and in 1955, four podiatric externs 
were given room, board, and laundry at 
the Home, in return for their giving ten 
hours a week each for the care of the 
patients. 

The results have been most satisfying, 
and in 1959, 3,239 patients were taken 
care of. With the good foot care, pa- 
tients who might otherwise become or 
remain bedridden are kept ambulatory. 
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And this is important because in 1950, 
the cost of a bedridden patient was 
$4.03 a day, while that of an ambulatory 
patient was only $1.78 a day. Obviously, 
the wise administrator of a home for the 
aged will see to it that his people’s feet 
are given proper care. 

WALTER C. ALVAREZ, M.D. 


Lack of rejuvenating 
effect from procaine 


BH Doubtless, geriatricians will some- 
times be asked by laymen if they should- 
n't be taking the “miracle-working in- 
jections of procaine” highly praised by 
Dr. Anna Aslan and the Parhon group 
in Rumania. As I said some time ago in 
this journal, I get excited 
about intravenous injections of procaine 
I could 


couldn’t 


because remember that, years 
ago, such treatment was popular in this 
country. The fact that it was given up 
strongly suggests that it was of no value. 

In the J.A.M.A. for February 11, 1961, 
Dr. G. C. Chiu of the Lilly Research 
Laboratories of Indianapolis reports 
that ‘after reviewing the literature on 
this subject one cannot but agree with 
the views expressed in an editorial in 
the British Medical Journal; ‘a study of 
the clinical reports of the Parhon group 
makes sad reading for the clinician 
trained in methods.’ 
There is no evidence that procaine is 
any good at all.” It will be remembered 
by physicians who attended the Fifth 
Congress of the International Associa- 
tion of Gerontology held in San Fran- 
cisco in August 1960 that when Dr. 
Aslan spoke she made a poor impression. 
It is to be hoped that this will be the 
end of this particular search for the 
fountain of youth. 


modern scientific 


WALTER C, ALVAREZ, M.D. 
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Growing down 


HE Most of us can recall the thrill we had 
as youngsters when we finally realized 
that we were “growing up.” Very few of 
us, on the other hand, ever think of the 
inevitability, that comes when we are in 


‘ 


our 60’s and 70's, of “growing down.” 

Dr. Thomas Hughes calls attention to 
the significance of “growing down” as a 
neglected aspect of aging (Practitioner 
186:241, 1961). He indicates how the 
gradual loss of elasticity in interverte- 
bral disks brings about a gradual short- 
ening of our torso. There is also inevita- 
ble stooping and loss of elasticity in the 
legs. As our trunk shortens with age, 
our arms and legs seem to be longer. 
Our bodies get thicker as we grow older, 
our abdominal muscles sag, and our 
necks thicken and shorten. To this pic- 
ture of self-depreciation, we would be 
wise to accustom ourselves as we age, for 
it. We 
can and should continue always to try to 


there is litthke we can do about 


stand erect, to pull in our stomachs, and 
to sit erect without slumping. This con- 
tinual self-discipline may somewhat off- 
set the chagrin of “growing down.” 
Physicians should watch height care- 
fully as people age. It might be an im- 
portant index to the resilience of tis- 
sues. It might also indicate whether or 
not there is an increasing tendency to- 
ward rigidity and possible brittleness in 
the bones of the legs and spinal column. 
“Growing down” is something that 
none of us likes to contemplate, but it 
is inevitable with age, and we might 
just as well get accustomed to the prob- 
lem of accepting it when it comes along. 


CHAUNCEY D. LEAKE 








Dr. Cooper's operation 


for parkinsonism 


HB One of the great achievements in geri- 
atrics is that of Dr. Irving Cooper in 
helping thousands of persons who were 
seriously afflicted with Parkinson’s syn- 
drome. He has just published a book, 
“Parkinsonism” (Charles C Thomas), in 
which he says that he and his associates 
have now operated on more than 5,000 
patients. The technic commonly gives 
relief to the tremor and rigidity on one 
side of the body. Naturally, then, the 
operation is best suited to the needs of 
a patient whose distress is limited largely 
to one side. 

To show how perfectly the operation 
can bring relief, on page 215 Dr. Cooper 
shows a picture of a magician juggling 
between the fingers of his formerly use- 
less hand 4 objects, apparently ping- 
pong balls. Certainly, his old skill had 
come back to him. 

The operation is performed through a 
drill hole in the top of the skull. A fine 
cannula with a little balloon on the end 
is pushed down into the thalamic re- 
gion. The patient is under local anes- 
thesia so that, when the little balloon is 
blown up, he can tell the surgeon that 
he has lost his tremor and his rigidity; 
also, he can show that he hasn’t any 
hemiplegia. Because the balloon is radi- 
opaque, the exact location can be deter- 
mined with the help of roentgenograms. 
The mortality is only 2.4 per cent, and 
there is a 2 per cent chance of the de- 
velopment of a hemiplegia. 

If things have gone well, the patient 
is sent back to his room, and twenty-four 
hours later, if he is still all right, small 
amounts of alcohol are injected in 3 in- 
stallments through a part of the cannula. 

Naturally, the ideal patient is one who 
is under 60 and who is mentally active 
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and clear in his thinking. He must be 
the sort of man who, if he does lose his 
tremor and rigidity, can quickly be re- 
habilitated. There is no sense in oper- 
ating on older persons who are, at times, 
a bit confused and have been so injured 
mentally that they cannot be rehabili- 
tated. Naturally, the mortality varies 
with the age and the mental and physi- 
cal statuses of the patient. 

Already, this operation is being per- 
formed by a number of neurosurgeons 
throughout the world. Dr. Howard 
Rusk, the great rehabilitator, tells me 
that he is enthusiastic about many of 
the good results that he has seen. Cer- 
tainly, Dr. Cooper is to be congratu- 
lated on a tremendous amount of re- 
search well and courageously done. 

As he told me recently, often the 
mental strain on him has been terrible, 
as when some prominent physician—in 
no shape to have the operation—insisted 
on having it and then got a poor result. 
Naturally, any innovator has to face at 
first much opposition and criticism. 

Interestingly, Dr. Cooper has found 
that he can help also patients with fa- 
milial or intention tremor and some 
children with tremors and _ spasticity. 
Very hopeful is the fact that some of 
the patients have now been followed up 
for seven years without any return of 
the tremor and rigidity. 

Dr. Cooper has tried placing the cu- 
rative lesion in several parts of the brain 
and now believes that the target of 
choice is the region of the ventrolateral 
nucleus of the thalamus. A lesion placed 
in this area will relieve tremor and ri- 
gidity in 90 per cent of the subjects 
who are suitable for the operation. Very 
hopeful is the fact that, in the more 
than 700 cases in which the lesion was 
placed in the thalamus, the so-called 
thalamic syndrome of contralateral pain 
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and hyperesthesia has never developed. 
Occasionally, there has been some par- 
esthesia or hypoesthesia of the limbs or 
side of the face, but usually these 
changes have been slight. 

Much detail in regard to the technic 
of the operation is to be found in the 
book. The publications of this volume 
should now go far to popularize the 
operation. 

WALTER C. ALVAREZ, M.D. 


Loafer’s heart 


Hi Some of our keenest medical leaders, 
like Dr. Paul Dudley White of Boston, 
are challenging the wisdom of our lazy 
and indolent ways. This tendency re- 
minds me a little of my boyhood thrill 
at listening to Teddy Roosevelt’s urging 
to try the “strenuous life.” While there 
is never a point in going to extremes, 
I do think that it might be wise for us 
to take a hard look at some of the possi- 
ble consequences of our relatively easy 
life. 

Dr. W. Raab, professor of medicine at 
the University of Vermont College of 
Medicine, has sharply reminded us that 
“avoidance of effort, a traditionally dom- 
inant goal of Western civilization, entails 
far-reaching social and emotional conse- 
quences that are reflected in neurovege- 
tative functional patterns with adverse 
cardiovascular implications.” Dr. Raab, 
who has had plenty of opportunity 
abroad to study these matters, has writ- 
ten widely on neurologic factors in- 
volved in the control of cardiac metabo- 
lism and function. 

In a discussion on what he graphically 
calls “‘loafer’s heart,’’ he concludes that 
“statistical evidence and experimental 
observations suggest that lack of physical 
exercise contributes to the development 
of degenerative cardiac changes, possi- 
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bly also to that of coronary atherosclero- 
sis.” The point is, of course, that activi- 
ty and exercise promote circulation and 
maintain physiologic tone throughout 
the cardiovascular system. 

Certainly, we should begin physical 
training in adolescence, which will help 
maintain an adequate circulatory reserve 
in adult life. This suggests continuous 
effort at conditioning through adult life 
and, indeed, with adjustment for aging, 
into old age. We need plenty of the old- 
fashioned physical training programs. 

It is doubtful that our pampered west- 
ern world will ever revert voluntarily to 
the healthier arduous living habits of 
We 
something ourselves to make walking 


our forefathers. may have to do 
more popular. Actually, our city traffic 
jams are forcing a revival of walking. 
For geriatrics, regular walking and 
other mild exercises may become in- 
creasingly important. Many clinicians 
are aware of the role of inactivity in 
the production of disease. Alert physi- 
cians may undertake effective programs 
in preventive medicine, particularly in 
the avoidance of “loafer’s heart,’’ by see- 
ing to it that patients in their middle 
years keep active, keep walking vigorous- 
ly, and keep accustomed to reasonable 

body activity. 
CHAUNCEY D. LEAKE 


Rocking chairs for 


pepping up oldsters 


Hj I'm going to share a smile with you 
over the old-fashioned rocking chair. I 
remember well how often I would watch 
my white-haired grandmother rocking 
away contentedly and wonder why she 
looked so happy. As a boy, I didn’t feel 
particularly happy rocking in a rocking 
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chair, but now I’m beginning to like it. 

It was a delight to me, therefore, to 
run across an article recently in The 
Lancet by Dr. R. C. Swan of the London 
School of Hygiene. He used to be a 
general practitioner in Ontario, Canada. 
He states that he was often struck by 
the good mental and physical state of 
those who surveyed the “entrance to 
their homes from a rocking chair.” 

Reflecting on the matter, Dr. Swan 
came to the conclusion that rocking 
chairs ‘“‘enable even the most feeble to 
take exercise, encourage circulation gen- 
erally, promote respiration, stimulate 
the movements of joints, encourage 
sleep through repetitive and_ sedative 
effects, and psychologically constitute a 
socially acceptable activity, encouraging 
the individual to take part in home 
life.” 

This sounds to me (a pharmacologist) 
as if Dr. Swan were talking about one 
of these new wonder drugs, a “psychic 
energizer,” one of these mysterious 
monoamine-oxidase inhibitors on which 
so much fancy study is being made. Ac- 
tually, Dr. Swan points out that a rock- 
ing chair is inexpensive, is nontoxic, 
and has no untoward side effects. 

So, here’s to the rocking chair! It is 
nice to reflect that wise clinical judg- 
ment once again confirms what has been 
long tried and tested by ordinary people 
and found good. The trouble is that the 
rocking chair, as with so many other 
old-fashioned has been _ tossed 
aside as out of place in our modern 
streamlined world. Maybe it will feel 
good to older folks to get the rocking 
chair back into use. Maybe it will do 
some good physically and mentally, also. 


ideas, 


And maybe it will bring a warm glow 
around the cockles of our hearts (wher- 
ever they are!) just to see rocking chairs 
in use again. 

CHAUNCEY D. LEAKE 
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Corticotherapy Disease: Rheumatoid 
ee arthritis 
Use of oral Medrol: 


In severe or moderately 

severe cases, initial dosage of 
Medrol tablets is 8 to 16 mg. 
daily; maintenance dosage 
ranges from 4 to 12 mg. daily, 
adjusted stepwise every 5 to 

10 days in accordance with 
response. In children, and 

also in adults with moderate 
disease, both initial and 
maintenance dosage is Medrol 

4 to 8 mg. daily. 

“It [methylprednisolone] is 
potent and displays a slightly 
improved ‘safety’ record, showing 
a reduced frequency of disturbing 
side-effects as compared with 

the other steroids.” 

—Neustadt, D. H.: J.A.M.A.170:1253 (July 11) 1959. 


* ; 
Medrol 


Indications and effects 

Medrol benefits (anti-inflammatory, 
antiallergic, antirheumatic, 
antileukemic, antihemolytic) have 
been demonstrated in acute 
rheumatic carditis, rheumatoid 
arthritis, asthma, hay fever and 
aliergic disorders, dermatoses, blood 
dys as, and ocular inflammatory 
disease involving the posterior segment. 
Precautions and contraindications 
Because of Medrol’s high 
therapeutic ratio, patients usually 
experience dramatic relief without 
developing such possible steroid side 
effects as gastrointestinal intolerance, 
weight gain or weight loss, edema, 
hypertension, acne, or emotional 
imbalance. 

As in all corticotherapy, however, 
there are certain cautions to be 
observed. The presence of diabetes, 
osteoporosis, chronic psychotic 
reactions, predisposition to 
thrombophlebitis, hypertension, 

. congestive heart failure, renal 
insufficiency, or active tuberculosis 
necessitates careful control in the use 
of steroids. Like all corticosteroids, 
Medrol is contraindicated in patients 
with arrested tuberculosis, peptic 
ulcer, acute psychoses, Cushing’s 
syndrome, herpes simplex keratitis, 
vaccinia, or varicella. 

Each tablet contains: A aseg 
(methylprednisolon: 2, 4, or 16 mg. 
Medrol is supplied as €" tablets in bottles of 30 


and 100; as 4 mg. tablets in pottles ot 30, 100 and 500; 
and as 16 mg. tablets in bottles of 


Medrol hits the disease, we 
but spares the patient. 


*Trademark, Reg. U. S. Pat. Off. 
The Upjohn Company, Kalamazoo, Dr 











Wine provides a mild 
but long-lasting relief 
from emotional tension. 


2 


The use of wine, especially in moderation, is as old as written 
history. Social scientists claim that no usage of any kind 
persists unless it serves an important function. 





Stress Relief Studies— Recent research by Greenberg, 
Carpenter and Associates at Yale University’s Laboratory 
of Applied Physiology, helps explain one reason for the 
popularity of wine in nearly all cultures and all nations for 
thousands and thousands of years. 


It was found that as little as 3 ounces of a California Bur- 
gundy could lower the emotional tension index in normal 
humans exposed to controlled conditions of extreme stress. 


The tranquilizing effect of wine appears to be greater and 
yet smoother than that produced by most other beverages, 
and perhaps safer than that of the usual synthetic pill. 


Other Physiological Actions and Clinical Roles—The above 
is just one of the many interesting research studies now being 
conducted on the physiological effects of wine. 

Based on recent findings, the modern Rx uses for wine—in convalescence, cardi- 


ology, urology, geriatrics—are discussed in ‘‘Uses of Wine in Medical Practice.” 
Wine Advisory Board, 717 Market Street, San Francisco 3, California. 


*Silverman, M.: 48th Quarterly Meeting, Soc. Medical Friends of Wine, Jan. 13, 1960 
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ACETAZOLAMIDE LEDERLE 
For gentle diuresis 


In mild to moderate decompensation, DIAMOX closely matches di- 
uretic action to diuretic needs. Gentle removal of water is achieved 
without distorting normal electrolyte ratios. A single morning 
dose provides comfortable, self-limiting daytime action and 
nighitime rest. Tablets of 250 mg. Parenteral, vials of 500 mg. 


Request complete information on indications, dosage, precautions and contraindica- 
tions from your Lederle representative, or write to Medical Advisory Department. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QD 
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Caroid and Bile Salts Tablets correct constipation physiologically by aiding 
protein digestion, increasing the flow of bile into the gut, and stimulating 
peristalsis. two tablets two hours after breakfast and at bedtime. 





Caroid’& Bile Salts Tablets -ciestant-choleretic-laxative. 


American Ferment Division, Breon Laboratories, Inc., New York 18, New York 
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Vertigo is reversible 


Antivert stors 


VERTIGO 


moderate to complete relief of 
symptoms in 9 out of 10 patients’ 













Prescribe one ANTIVERT tablet (or 1-2 teaspoonfuls ANTIVERT syrup) 3 times daily, 
before each meal, for prompt relief of vertigo, Meniere’s syndrome and allied dis- 
orders. Side effects are short-lived, usually only harmless flushing and tingling 
associated with vasodilation. ANTIVERT is contraindicated in severe hypotension 
and hemorrhage. 


Supplied: Small blue-and-white scored tablets (meclizine HCI 12.5 mg. and 
nicotinic acid 50 mg.) in bottles of 100. Syrup in pint bottles. Prescription only. 
Bibliography available on request. 

And for your aging patients— ; 

NEOBON’* Capsules: five-factor geriatric supplement. 


Reference: 1. Scal, J. C.: Eye Ear Nose & Throat Month. 38:738 (Sept.) 1959. 





now available: = ~~ 


Fe ota Antivert syue 


: ; cteinG 
a ee eee Each teaspoonful (5 cc.) contains 6.25 mg. 
meclizine HCI and 25 mg. nicotinic acid. 


“, uniformly 
excellent results 
in the treatment 
of decubitus, 
varicose, 
arteriosclerotic, 
and diabetic ulcers.”* 


1) PANAFIL 


for enzymatic debridement and 


2) CHLORESIUM 


for prompt healing 


Reporting on a two-year study, clinicians described the regimen of PANaFit Ointment for clean-up 
of surface ulcers, followed by CHLtoresium Ointment for healing, as “the most effective” in their 
experience.* 

Panarit Ointment is a proteolytic agent for debridement of necrotic tissue or encrusted wound 
exudate. It produces a clean wound base, clearing out secondary infection without need for 
topical antibacterial medication. Stable and ready-to-use, PANAFiL is safe and convenient as a 
standard wound dressing. AND...it is priced far below other topical enzyme preparations. 


CHLoresium Ointment is a recognized aid to healing of ulcers, wounds, burns, and dermatoses. 
Its active ingredient, water-soluble chlorophyllin, speeds formation of healthy granulation tissue 
and epithelization, soothes irritated tissues, and deodorizes malodorous lesions. As a further 
advantage, the clinicians report, “...with many hundreds of cases we have yet to encounter a 
single case of irritation or sensitivity traceable to the active ingredient....”* 


Panarit Ointment—Papain 10%, urea U.S.P. 10%, Cuioresium Ointment—Water-soluble chlorophyll 
water-soluble chlorophyll derivatives 0.5% in a derivatives 0.5% in a hydrophilic ointment base. In 
hydrophilic ointment base. In 1-0z. and 4-oz. tubes 1-0z. and 4-o0z. tubes and special hospital size. 


and special hospital size. Samples and literature on request from 


*Diamond, O. K.: New York J, Med. 59:1792, 1959. : Rystan) Mount Vernon, N. Y. 





quietly calming 


You can prescribe gentle 
control of blood pressure with 


® 


Butiserpine contains just enough reser- 
pine (0.1 mg. per tablet or teaspoonful) 
to reduce tension without initiating 
side effects; 15mg. of BUTISOL sodium® 
butabarbital sodium, to promote calm- 
ness without lethargy. 


Butiserpine Tablets, Elixir, 
Prestabs® Butiserpine R-A (Repeat Action Tablets) 


McNEIL LABORATORIES, INC, 
Philadelphia 32, Pa. : 





CONSISTENTLY SUCCESSFUL IN RELIEVING 
DRY, ITCHY SKIN 


\ ® 
STUDY 1 Spoor, H.J.: NE I cll ] BATH OIL 


State J.M. 58 13292, 1958. 











INDICATIONS 
ctory results in 88% of cases 


every meee agie™ a eczematoid dermatitis 
erienced relie 
rd pruritus.” atopic dermatitis 


satisfa 
“In practically 
the patients ex 
from dryness an 


comments: 


senile pruritus 


STUDY 2 


Lub ; o 
Western Med, “owe, I. I. ; contact dermatitis 


1:45, 1960, 
nummular dermatitis 


Satisfactory results jn 94% Of cases oe 


comments: soap dermatitis 


“reduced inflammati 
as — matio 
itching, Irritation, and oth ‘i ichthyosis 
discomfor ” ws 
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SARDO In THE BATH releases millions of microfine water-miscible globules* which 
act to (a) lubricate and soften skin, (b) replenish natural emollient oil, (c) prevent 
excessive evaporation of essential moisture. 

Patients appreciate pleasant, convenient SARDO. 

Non-sticky, non-sensitizing, economical. Bottles of 4, 8 and 16 oz. 


for samples and literature, please write... 


SARDEAU, INC. 75 East 55th Street, New York 22, N. Y.«Patent Pending, T.M. © 1961 





MORRIS PLAINS, NJ 
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wherever 
montlial superinfection 
is a particular hazard* 


- Gosa-Terrastatin 


OXYTETRACYCLINE WITH GLUCOSAMINE PLUS NYSTATIN 





| *patients requiring high 
or prolonged 
antibiotic dosage 








*patients 
: *women, particularly receiving 
- i during pregnancy 








actions = MIE il 
IN BRIEF 


Cosa-Terrastatin provides the estab- 
lished antibiotic dependability of oxy- 
tetracycline (Terramycin®) with the | 
potent antifungal activity of nystatin; | 
inclusion of glucosamine enhances the 
absorption of Terramycin. Nystatin has 
a significant prophylactic action against 
monilial overgrowth. 





INDICATIONS: Effective against both 
gram-positive and gram-negative bac- 
teria, rickettsiac, spirochetes, large 
viruses, and certain parasites (amebae, 


*debilitated or 
| elderly patients 





fee 


pinworms), Cosa-Terrastatin is indi- 
cated in a great variety of infections due to susceptible organisms, 
e.g., infections of the respiratory, gastrointestinal, and genitouri- 
nary tracts, surgical and soft-tissue infections, ophthalmic and 
otic infections, and many others. The added protection afforded 
by Cosa-Terrastatin against monilial superinfection is especially 
important for those patients who are most likely to be susceptible 
to the overgrowth of Candida albicans. 


ADMINISTRATION AND DOSAGE: Adults: Dosage providing 1 Gm. 
of oxytetracycline daily in four divided doses is usually effective. 
In severe infections, 2-4 Gm. daily may be indicated. Infants and 
children: 10-20 mg. of oxytetracycline per lb. of body weight daily. 


corticosteroid 


pee ‘ . | therapy ju 


capsules and for oral suspension 


the antibiotic effectiveness of 
Terramycin enhanced 
with antifungal activity 





e| 2 





*diabetics 











SIDE EFFECTS AND PRECAUTIONS: If 
superimposed infection caused by re- 
sistant staphylococci is observed, the 
antibiotic should be discontinued, and 
a therapeutic trial of other antibiotics 
as indicated by susceptibility testing 
may be initiated. Aluminum hydroxide 
gel has been shown to decrease anti- 
biotic absorption and is therefore con- 
traindicated. Glossitis and allergic 
reactions are rare. Nystatin is virtually 
nontoxic and nonsensitizing ; side effects 
are seldom observed. There are no 
known contraindications to glucosamine. 


SUPPLIED: Cosa-Terrastatin Capsules, 
250 mg. of oxytetracycline with 250 mg. 
of glucosamine and 250,000 units of 
nystatin, bottles of 50. Cosa-Terrastatin 
for Oral Suspension, each 5 cc. tea- 
spoonful of reconstituted suspension 
contains 125 mg. of oxytetracycline 
with 125 mg. of glucosamine and 
125,000 units of nystatin, 60 cc. bottles. 


More detailed professional information 
available on request. 


Science for the world’s well-being®/ PFIZER LABORATORIES Division, Chas. Pfizer & Co.,Inc. Brooklyn 6, New York 
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seed of Polyestradiol phosphate 


ACTS AS A SYNTHETIC anal 
SECRETING NATURAL ESTROGEN 


Most of the injected dose is rapidly cleared from 
the blood stream (no depot effect at site of injec- 
tion). Passive storage of ‘‘Estradurin’”’ is prima- continuous estrogen activity for 
rily in the reticuloendothelial system where it is prolonged periods 

gradually released into the circulation. e permits better patient control 
by insuring continuous avail- 


“SPECIFICALLY RECOM- 
| MENDED IN PROSTATIC 
| CARCINOMA 


¢ simulates physiologic secre- 
tion of hormone by providing 


Dosage: Intramuscular injection of 40 to 80 mg. every two to four 


weeks or less frequently, depending on response. Dosage is ad- ability of medication within a 
justed as indicated by careful observation of the patient (see pack- given period 

age insert for full product information). Caution: “Estradurin” is ¢ effectiveness clinically con- 
not recommended for use in females in the treatment of estrogen firmed and low order of toxicity 


deficiency states. Supplied: No. 451—Each “‘Estradurin” package 
provides: (1) One “‘Secule’® containing 40 mg. polyestradiol phos- 
phate, 0.02 mg. phenyl mercuric nitrate, and 9.76 mg. sodium 


reported...no side effects except 
for the usual pharmacologic 











phosphate. As a solubilizing agent for the active ingredient 25 mg. effects to be expected when 
nicotinamide is also present. The pH is adjusted with sodium estrogen is used in the male, 
hydroxide. (2) One 2 cc. ampul of sterile diluent. i.e., loss of libido, gynecomastia, 
AYERST LABORATORIES New York 16, N. Y. * Montreal, Canada and nipple tenderness 6120 
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Proven 


in over six years of clinical use and 
more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


simple dosage schedule produces rapid, dependable 
l tranquilization without unpredictable excitation 


no cumulative effects, thus no need for difficult 

Xu . 

« dosage readjustments 

3 does not produce ataxia, change in appetite or libido 
does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


5 does not impair mental efficiency or normal behavior 


Miltown: 


meprobamate (Wallace) 


Usual dosage: One or two 400 mg. tablets t.i.d. 
Supplied: 400 mg. scored tablets, 200 mg. 
sugar-coated tablets; in bottles of 50. 





Also supplied in sustained-release capsules ...___ 


Meprospan’ 5 


Available as Meprospan-400 (blue-topped sustained- 
release capsules containing 400 mg. meprobamate), 
and Meprospan-200 (yellow-topped sustained-release 
capsules containing 200 mg. meprobamate). 











sn (i WALLACE LABORATORIES / Cranbury, N. J. 
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T.E.D. anti-embolism stockings 
speed blood flow, help reduce 


fatalities due to pulmonary embolism! 


Accelerated blood velocity minimizes 
formation and incidence of clots 


T.E.D. Anti-Embolism Stockings insure 
steady, uniform pressure of the lower 
leg, helping to speed the flow of blood. 

It is reported that the majority of 
fatal pulmonary emboli cases originate 
with clots from the deep veins of the 
calf. T.E.D. Anti-Embolism Stockings 
counteract this by reducing the caliber 
of the veins enough to accelerate blood 
velocity and thus discourage thrombus 
formation. 

T.E.D. Anti-Embolism Stockings 
maintain an over-all compression be- 
tween 10 and 15 mm. of mercury—as 
you know, the ideal range in prophy- 
laxis for thrombo-embolic disease. Ap- 
plication is so simple it can be handled 
even by a nurse’s aid. 
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Venturi Tube 
(Bernoulli Principle) 


The same fluid volume passing through a smaller 
diameter means a greater speed of flow. 











A constriction in a pipe increases the velocity of flow. The T.E.D. Anti- 
Embolism Stocking applies this principle, speeding the flow of blood in 

the lower leg where emboli most often get their start. E 
Recent Literature on Thrombosis and Pulmonary Embolism 

‘ Marino, D. J., and Fuchs, M.: 35: 1333-1350 (Sept.) 1950. 
Pathogenesis, Diagnosis, and Man- 5. Tidler, J.: Thrombo-Embolic Dis- 





agement of T —— Geriat. 
13:307 (May) 1958 

2. Houston, A. N., Roy, W. A., and 
Faust, R. A.: T hrombophlebitis reg 
Superficial Abdominal Veins, J.A.M.A 
166:2158 (April 26) 1958. 


3. Wilkins, R. W., Mixter, G. f Jr.; 
Stanton, J. R., and Litter, J.: Elastic 
tockings in the Prevention of Pul- 
monary Embolism, New England 
J. M. 246:360 (Mar. 6) 1952. 


4. Judson, W. E.: Present Day Treat- 
ment of Congestive Heart Failure, 


The M. Clinics of N. America 








orders, N. Carolina M. J. 18:65 (Feb.) 
1957. 

6. Allen, A. W.: Management of 
Thrombo-E mbolic Disease in Surgi- 
cal Patients, Surg., Gynec. and Obst. 
96:107 (Jan.) 1953. 

7. Foley, W. T., and Wright, I. S.: 
Medical Management of Thrombo- 
phlebitis, The aia Bulletin 7:5 
(Jan.-Feb.) 1958. 

8. DeLaughter, G. D., d.; Embol- 
ism, Pulmonary, in Conn., H. 
Current Therapy, Philadelphia, Ww. E. 
Saunders Co., 1958, P. 83. 
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T.E.D. 


ANTI-EMBOLISM 
STOCKINGS 


THE KEN DALL company 
BAUER & BLACK DIVISION 


«FOR COMPLETE LITERATURE: --> 


on Thrombo-Embolic prophylaxis using 
T. E. D. Anti-Embolism Stockings, fill in 
and mail this coupon to: 


The Kendall Company 

Bauer & Black Division, 

Dept. GE-5 

309 W. Jackson Bivd., Chicago 6, 
Illinois 


Name 





Address 








City Zone State. 
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Before treatment. 

Extensive gouty changes in base of 
proximal phalanx of great toe and in head 
and shaft of the first metatarsal. 
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WHUODINWOWO 


WEEKS INCAPACITY 
PER YEAR 


NO TIME 
<—— NO TIME Lost ——><————- Lost ——> 
2-4 MILD ATTACKS 1 MILD ATTACK 
PER YEAR PER YEAR 


t OTT, Smee I Ae OT eM em eork Seo Se Ty 
YEAR 1942 "44 "46 "48 "50 "52 "54 56 58 


Effect of colchicine and BENEMID on serum uric acid level and periods of incapacity2 








Two years later. 

Patient had been treated with colchicine 
and Benemip regularly. Note reconstitution 
of bony structures, particularly 

along distal shaft of the first metatarsal.’ 


for optimal management of gout 


] 
ee 








rmulation ; 


“Prophylactic management [of gout] embodies the use of the two agents 
just discussed, namely, colchicine and Benemid. Each one complements 
the other. Neither one by itself is as effective as a combination....Since 
1950, Benemid has been available and the greater the experience we 
have with the combination of colchicine and Benemid the greater the 


3 


reliance we place upon these two drugs. 


Composition: Each tablet contains 0.5 mg. colchicine and 0.5 Gm. BENEMID probenecid. 1. Talbott, J. H.: Gout, New York, Grune & 


7 : 3 . Stratton, 1957, pp. 162, 163. 2. Talbott, J. H.: 
Dosage between acute episodes: Mild, 1 tablet a day; moderate, 1 tablet twice daily; Gouty arthritis, Minn: Med. 42:1044, Aug. 


*evere, 1 tablet three or more times daily. 1959. 3. Talbott, J. H.: Recognition and treat- 
Supply: Bottles of 100. rath eg ge Current Medical Digest 
:57, Nov. 


Also available: BENEMID probenecid, 0.5 Gm. tablets, bottles of 100. 
For additional information : 
eee atecwation, MERCK SHARP & DOHME 


Merck Sharp & Dohme, West Point, Pa. DIVISION OF MERCK & CO., Inc., WEST POINT, PA. 


# CoLBENEMID AND Benemip ARE TRADEMARKS OF MERCK & CO., INC. 















maintains 


NORMAL 
SINUS 
RHYTHM... 


QUINAGLUTE 


DURA-TABS’ 


exclusive oral Sustained Medication* 
Quinidine Gluconate 5 gr. (0.33 Gm.) 


w CARDIAC ARRHYTHMIAS” 


Maximum efficacy: maintains effective quinidine blood levels all day, all night. Better 
tolerated: because quinidine gluconate is 10 times as soluble as the sulfate, and only 
part of daily Dura-Tab dosage contacts gastric mucosa. Maximum convenience: given 
q. 12 h.—no night dosage needed. 


on Q.12 H. 
DOSAGE 


ee i) 


DOSAGE: for conversion of auricular fibrillation to normal sinus rhythm, in most cases, 2 Dura-Tabs 
3 or 4 times a day, for 2 to 3 days; longer periods are required in some patients. For maintenance, 
2 Dura-Tabs q. 12 h. in most patients... Bottles of 30, 100 and 250 Quinaglute Dura-Tabs. 


For SAMPLES and complete literature*-?° 


giving indications, cautions, etc., write PDR 
W Y NN Corroraric 
*U.S. Patent CORPORATION Page 821 
2,895,881 Lancaster Ave. at 51st St., Philadelphia, Pa. also available INJECTABLE QUINAGLUTE 
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In iron-deficiency anemia 


The daily 6 : : dose of elemental iron in 
SIMRON deli¥©Fs as much hemoglobin response 
as this large amount in other iron 
salts. Thags because SIMRON contains Sacagen, 
a specjay agent which enhances iron absorption. 
But, Singe h emogiobi® response is the same, the 
real advantage in sIMRON is this: far less iron 
ingested means far fewer side effects. SIMRON 
treated patients report no gastric upset, no 
black stools, no constipation, no diarrhea. 


Dosage is three capsules daily, between meals. 





Also Available: SIMRON PLUS—when added 


nutritional factors are indicated. .......... ‘SIMRON," SACAGEN,” SIMRON PLUS ® 


cD 


THE WM. S.MERRELL COMPANY. Cincinnati, Ohio «- St.Thomas, Ontario 
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Liver Function in Patients with Elevated 
Serum Cholesterol or Low-Density 
Lipoproteins 

H. ENGELBERG. Circulation 22: 232-238, 1960. 
Patients with elevated serum cholesterol or 
low-density lipoproteins have normal liver 
function. The liver cannot be primarily im- 
plicated in the disturbance of plasma lipid 
clearance. 

Patients with atherosclerosis manifest a 
delayed clearance of alimentary lipemia. 
Transfer of alimentary neutral fat from 
blood to tissues may occur by 3. possible 
mechanisms: triglyceride lipolysis by a hep- 
arin-activated enzyme (lipoprotein lipase) , 
phagocytosis of chylomicra by reticuloendo- 
thelial cells, and direct passage of chylo- 
micra from plasma into liver. The presence 
of normal liver function tests in patients 
with elevated serum lipid values suggests 
that the last mechanism is not the major 
physiologic process responsible for removal 
of alimentary hyperlipemia. Experimental 
data indicate that the heparin-lipoprotein- 
lipase lipolytic mechanism occupies the ini- 
tial role in removal of alimentary fat from 
the blood stream in man. 

Liver function tests were performed on 
34 men and 8 women, ranging from 36 to 69 
years of age, with increased levels of serum 
cholesterol and _ low-density lipoproteins. 
Tests were normal in 39; sulfobromophthal- 
ein excretion was impaired in 3 patients, 2 
of whom were alcoholics. 


Visual Aids for the Partially Sighted 
E. GUNSTENSEN. Brit. J. Ophth. 44: 672-678, 1960. 


Telescopic lenses, when used with good light, 
can restore useful near vision to many par- 


66A 


4, Las Uy tows CwunwdG Vitti IRQ 


A 
4 


tially sighted paticnts, that is, persons sub- 
stantially and permanently handicapped by 
defective vision. A substantial handicap may 
be (1) visual acuity 3/60 to 6/60, with full 
visual fields; (2) visual acuity up to 6/24, 
with moderate contraction of visual fields, 
opacities of the ocular media, or aphakia; 
or (3) visual acuity 6/18 or better, with 
gross visual field defects. 

In order to benefit from a visual aid, a 
patient must be willing to cooperate, men- 
tally fit, and determined to succeed and his 
pathologic condition must be reasonably 
stable. The most common pathologic causes 
of visual failure are macular degeneration, 
myopic degeneration, cataract, glaucoma, 
and diabetic retinopathy. Whereas patients 
with myopic degeneration often have ade- 
quate reading vision without aids, persons 
with optic atrophy, glaucoma, and sympa- 
thetic ophthalmitis benefit greatly from tele- 
scopic lenses. 

Testing of visual acuity with and without 
glasses using the Keeler A Series determines 
the magnification required. ‘Telescopic spec- 
tacles made of glass are limited to 6 X mag- 
nification. Use of compound aspherical plas- 
tic lenses permits magnification up to 20 X. 
Binocular vision for close work is available 
up to 5 X. Devices for improving distant 
vision are also available. Changes in mag- 
nification or type of aid are tried as needed. 
Vision is reexamined every one or two 
months. 

Of 231 partially sighted. patients, 100 pa- 
tients were supplied with helpful aids, 75 
did not need aids because of adequate read- 
ing vision, 33 were unimproved by available 
aids, and 23 were uninterested or unfit to 
use an aid. 


(Continued on page 72A) 
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spirin buffered with the most widely-prescribed antacid... 


Aspirin 
300 mg. 
5 gr. 





MAALOX 


150 mg. 





-ASCRIPTIN- 


in long-term administration, as in Arthritis, 
when aspirin combined with an antacid 1s desired: 


Specify 


SCLIPULD x 


the aspirin buffered with the best 


To prevent or minimize gastric distress which often accompanies prolonged or high level 
administration of acetylsalicylic acid, ASCRIPTIN provides aspirin in combination with 
MAALOX®, the preferred professional antacid. The recognized superiority of MAALOX 
makes ASCRIPTIN a superior aspirin-antacid, with the virtues of buffered aspirin and 
with the added distinction of being promoted professionally only. 


Indicated wherever salicylates are useful, ASCRIPTIN is particularly suited to the 
long-term requirements of your arthritic patients. 


Supplied: Bottles of 100 and 500 tablets. For severe pain — Capsules 
ASCRIPTIN with Codeine (codeine phosphate 15 mg.), bottles of 50. 


WILLIAM H. RORER, INC. PHILADELPHIA, PENNSYLVANIA 














for relief of painful leg cramps 
of peripheral vascular disease 


WASOL OD ULAIN 


Isoxsuprine hydrochloride, Mead Johnson 














my0- <= ee relaxant 


increases deep peripheral circulation by direct action 
...without troublesome side effects 
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SIMPLE OFFICE TEST* EXPEDITES TREATMENT 





A recent report* shows 
that peripheral arterio- 
sclerosis as a cause of in- 
termittent claudication 
is frequently overlooked 
because early in the dis- 
ease the patient may 
have adequate pedal 
pulses if he is examined 
only at rest. 














Palpating pedal pulsation 
at rest. 


In 18 patients with fatigue, aching or severe leg 
cramps, all of whom had readily palpable pedal 
pulses at rest, DeWeese* demonstrated disappear- 
ance of these pulses following sufficient exercise to 
bring on pain. In his test, patients ran in place at 
140 to 160 steps a min- 
ute until claudication 
occurred. A _ possible 
explanation of this phe- 
nomenon “‘...is based on 
the shunting of the in- 
sufficient blood supply to 
smaller, vasodilated ar- 
teries so that weakened 
pulsations are observed 
in the larger arteries.’’* 














Exercising patient prior to post- 
exercise palpation of pulses. 


Based on his findings, DeWeese recommends “... that 
an exercise test be performed on any patient with 
symptoms suggestive of 
intermittent claudica- 
tion who has palpable 
pedal pulses [at rest], be- 
fore obstructive athero- 
sclerosis is ruled out as a 
cause of thesymptoms.’’* 
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Awareness of this phe- 
nomenon, with routine 
performance of the ex- 
ereise test, will undoubtedly help increase early diag- 
nosis of peripheral vascular disease. Consequently, 
treatment can be instituted sooner, improving the 
likelihood of a favorable response to therapy. 





Postexercise shunting of blood 
into dilated collaterals. 


‘DeWeese, J. A.: New England J. Med. 262:1214-1217 (June 16) 1960. 


examination of postexercise pedal pulses key to earlier 
detection of peripheral vascular disease 






VASODILAN IS CLINICALLY EFFECTIVE 


“Tsoxsuprine hydrochloride [VASODILAN] was ad- 
ministered orally for a median period of seven 
months to 46 patients suffering from arteriosclerosis 
obliterans. Objective improvement could be demon- 
strated in...[about 85 per cent] of these.’”! 


“Tsoxsuprine [VASODILAN] Was used in the man- 
agement of arteriosclerosis obliterans in 46 pa- 
tients....”” The average “maximal walking distance, 
measured in 41 patients, more than doubled...dur- 
ing isoxsuprine [| VASODILAN] therapy....’ 

“With strictly a clinical office approach, isoxsuprine 
[VASODILAN] was used in the treatment of 100 
patients with peripheral vascular disorders. Defi- 
nite clinical improvement was obtained in 89 per 
cent of these patients.’ 


VIRTUALLY NO SIDE EFFECTS WITH ORAL DOSAGE! 
In astudy of 100 patients, “On an oral dose...no side 
effects have occurred.’ “With oral administration, 


there are no contraindications.’? ‘“‘There were no 


significant side-effects...suggestive of the existence 
of contraindications.”! 


Contraindications: There are no known contraindications to 
oral administration of VASODILAN in recommended doses. 


Cautions: VASODILAN should not be given immediately post- 
partum or in the presence of arterial bleeding. Parenteral 
administration is not recommended in the presence of hypo- 
tension or tachycardia. Intravenous administration is not 
recommended because of the increased likelihood of side effects. 


Side effects: Few side effects occur when given in recom- 
mended oral doses. Occasional palpitation and dizziness can 
usually be controlled by dosage adjustment. Single intramus- 
cular doses of 10 mg. or more may result in hypotension or 
tachycardia. 


Dosage and administration: Oral—10 to 20 mg. (1 to 2 tablets) 
t.i.d. or q.id.; I.M.—5 to 10 mg. b.i.d. or t.i.d. 


Supplied: 10 mg. tablets in bottles of 100; in 2 cc. ampuls con- 
taining 10 mg. (5 mg./cce.) for intramuscular use, boxes of 6. 


For complete details on indications, dosage, administration, 
and clinical background of VASODILAN, see the brochure of 
this product available on request from Mead Johnson Labora- 
tories, Evansville 21, Indiana. 


References: (1) Samuels, S. S., and Shaftel, H. E.: J.A.M.A. 171:142-144 
(Sept. 12) 1959. (2) Kaindl, FR; Samuels, S. S.; Selman, D., and Shaftel, H.: 
Angiology 10:185-192 (Aug.) 1959. (3) Clarkson, I. S., and Le Pere, D. M.: 
Angiology 11:190-192 (June) 1960, 


Mead Johnson 
Laboratories 





Symbol of service in medicine s00R6e 





patients 
are happier 
patients peter WHEN GOCtOrS 
stration and comfort of Fuaer ONNOOSB. 
ENEMA as compared to old-style enemas. The 


ready-to-use squeeze bottle eliminates troublesome 
preparation and cleanup—while insertion is made 


rs 


y suds enema! Choose FLEET ENEMA 
next time an enema is indicated— 
for optimal convenience, effec: 
tiveness, and safety. 100 cc. con- 
tains 16 Gm. sodium biphosphate 
and 6 Gm. sodium phosphate in 


easier and safer with the pre- ’E EM 414-fl.oz. squeeze bottle. 
F LEET N Pediatric size, 2% fl.oz. 


lubricated, anatomically correct Neca ts-Uee Bqueess Wands 


2-inch rectal tube. Disposable feature insures a 
sanitary enema solution each time. And FLEET 
ENEMA works better with its 4 fl.oz. of precisely 
formulated solution than one to two pints of soap- 


Also available: FLEET OIL RETENTION 
ENEMA,4)4-fl.0z. ready-to-use unit con 
taining Mineral Oil U.S.P. 
Available at all pharmacies. 


Cc. B. FLEET CO., INC. Lynchburg, Virginia 














brand of phenylbutazone 





Geigy 








arthritis and allied disorders 
a 


NEMA 





ted- 

effec: Ten years of world-wide experience... almost 2000 
CON . published reports... have progressively entrenched 
; Butazolidin as the leading nonhormonal antiarthritic 
phate agent. 

ate in In virtually all forms of arthritic disorder, Butazolidin 
“ affords prompt symptomatic and objective improve- 
ottle. ment without development of tolerance... without 
fle danger of hypercortisonism. 


Butazolidin®, brand of phenylbutazone, tablets of 
100 mg.; Butazolidin® alka capsules containing 
Butazolidin, 100 mg.; dried aluminum hydroxide gel, 
100 mg.; magnesium trisilicate, 150 mg.; homatro- 
pine methylbromide, 1.25 mg. 






TION 
t con- 


> 













Geigy Pharmaceuticals 
Division of Geigy Chemical Corporation 
Ardsley, New York BU 564-61 Gwigy 
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Clinical Importance of 
Gastric Varices 


S. KARR and G. T. WOHL. New England J. Med. 
263: 665-669, 1960. 





Gastric varices occur near the cardioesophag- 
eal junction and are easily confused with 
carcinoma on roentgenographic examination. 
Dilation of the 
fundic plexus, of the coronary vein, or of 


veins of the submucosal 
the fundic vein is the result of portal hyper- 
tension. While most patients have clinical 
or laboratory findings to suggest increased 
portal pressure, some do not. 
Roentgenographic signs of value in the 
are: (1) thick, 
defects on the 


diagnosis of gastric varices 
smoothly lobulated filling 
ereater curvature extending into the fundus, 
(2) mucosal distortion by rounded bubble- 
like areas, (3) esophageal varices, and (4) 
splenomegaly. In the presence of such find- 
ings or of hepatic dysfunction, splenoportog- 
raphy provides a relatively simple method 
of demonstrating the varices and differen- 
tiating them from neoplasm or mucosal hy- 
pertrophy. Gastric and esophageal varices 
can often be demonstrated with spleno- 
portography even when no changes are pres- 
ent on conventional barium studies. 

With a presumptive diagnosis of carci- 
noma from the upper gastrointestinal series, 
3 patients were surgically explored. Each 
was found to have gastric varices. A fourth 
patient with no evidence of liver disease 
had suspicious x-ray findings, and a spleno- 


portogram demonstrated gastric varices. 


Carcinoma of the Tongue 

S. W. HENSON, JR., O. H. BEAHRS, and K. D. DE- 
VINE. Rocky Mountain M. J. 58: 26-29, 1961. 

In patients with carcinoma of the tongue, 
the primary lesion should be excised com- 
pletely. Chance of recurrence is reduced if 
radical dissection of the neck is always done 
instead of a This 
means that, even in patients in whom meta- 


suprahyoid dissection. 


statically affected lymph nodes are not pal- 
pable, radical neck dissection should be car- 


ried out. 
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Radical dissection of the neck in continu- 
ity with the primary lesion in the tongue 
requires removal of the sternomastoid, omo- 
hyoid, stylohyoid, and digastric muscles; the 
internal jugular vein; the spinal accessory 
nerve; the lower pole of the parotid gland; 
the submaxillary gland; and all of the fat, 
fascia, and lymphatic tissue between the 
midline in front, the anterior border of the 
trapezius muscle behind, the base of the 
skull above, and the clavicle below. If af- 
fected or in close proximity to the lesion, 
the mandible is removed en bloc during the 
dissection. If the lesion is situated toward 
the base of the tongue, the mandible may 
be transected and retracted laterally to pro- 
vide better exposure and can be wired into 
position when not removed. When the com- 
mon, or internal carotid arteries are affected, 
consideration should be given to resection 
of the vessels and insertion of a graft. When 
across the midline, the primary lesion may 
be excised, along with dissection of the side 
of the neck more likely to contain metastatic 
tumors. If and when metastasis occurs on 
the other side, a second radical dissection 
of the neck can be done. 

Of 217 patients with carcinoma of the 
tongue treated by some form of dissection 
of the neck, 213 had squamous-cell carci- 
nomas and 4 had Histo- 
logic metastasis was present on the same 


adenocarcinomas. 


side as the primary lesion in 85 patients, on 
the opposite side in 6, and bilaterally in 2 
of the total 91. The 217 primary lesions 
were treated by surgical excision in 141 in- 
stances, by operation plus interstitial irra- 
diation in 68, and by irradiation alone in 8; 
114 patients had suprahyoid dissection and 
103 had radical dissection of the neck. Car- 
cinoma recurred in the tongue in 53 pa- 
tients and in the cervical lymphatic tissues 
in 89. A total of 59 patients lived for five 
years or more after operation. 


Home Care of Cancer Patients 

C. A. SCHULMAN. J.A.M.A. 173: 88-90, 1960. 

The cancer patient who does not require 

hospitalization but is too ill to attend a 

clinic can be treated in the home, at a con- 

siderable savings to the community, by a 
(Continued on page 74A) 
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what TWISTON does for your allergy patient 


WW TS TOn 
takes him out of this 


CIASS? 3323322222222 


3s @ 
3S @ 


4444664 


eeeeeeo ee Geeesdoed eee S 
TWISTON is “tailor-made” to keep your al- TWISTON 
lergy patient alert. Twiston is unsurpassed ...anti-allergic 
for symptom control. Twiston is effective in .-.anti-side effects 
unusually low dosage: has a prolonged dura- available as: 
tion of action—drowsiness rarely occurs. No Tablets 
toxicity reported. A rwisTon, 2m. 
Tablets 
McNEIL McNeil Laboratories, Inc Po icorechoraas bp dinyotionagh tee eluate 
has eee asians (Repeat Action Tablets}, ime. 
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team consisting of a physician, nurse, and 





social worker. Certain prerequisites must be 
met to insure success of the program: (1) 
the medical condition of the patient such 
be administered at home; 
(2) an adequate home environment; (3) 


that care can 


complete medical evaluations and work-up; 
and (4) 
facilities, such as bedroom space. 


a home with adequate physical 


The physician in charge of the home care 
program should be trained in internal med- 
icine, with special reference to cancer. Re- 
sponsible for the daily care of assigned pa- 
tients are visiting physicians, who make rou- 
tine visits to the patients at home. Such 
procedures as thoracentesis, catheterization, 
and intubation are performed in the home, 
and specimens are taken to the laboratory 
for study. Immediate treatment is decided 
by the visiting physician. Decisions regard- 








ing long-term care are made after consulta- 
tion with a specialist, with the research 
physician concerned with the problem, or 
with the tumor board. 

Nursing care is under the supervision of 
the visiting physicians and consists of bed 
care, dressing, intubation, and colostomy 
care, as well as other procedures ordered by 
the physician. 

The social worker attempts to uncover 
and clarify interfamily stresses and patterns 
of behavior by and toward the patient. The 
social worker also arranges for housing, ob- 
tains equipment and medications which are 
prescribed, and makes use of all the com- 
munity resources for the care of the patient. 

After nine years of operation, the program 
at George Washington University Cancer 
Clinic has achieved a plateau, with a patient 
load of 15 to 25 patients and about 4,500 
patient-days of care per year. In the New 
York City municipal plan, the cost for home 
care per day was approximately half the 
cost of hospital care. 
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Soothes... Burning Urination 
GLEARS.... Infected Urine 


Urolitia is bacteriostatic, bactericidal, non-toxic, does not 
produce drug-fastness, provides simple dosage, and is eco- 
nomical for long term therapy. 

Urolitia rapidly controls E. coli, S. albus, and S. aureus 
infection. Its soothing action is due to the prompt release 
of Triticum and Zea extractives by the kidney into the in- 
flamed bladder. 

Samples on Request 
Urolitia is especially useful for elderly patients with residual 
urine due to cystocele or enlarged prostate, in whom per- 
manent sterilization of the urine cannot be expected. 
CONTAINS NO DYES 
Urolitia—each tablespoonful contains: 
a eee 
Lithium Benzoate ‘ 
Sodium Benzoate 
In a soothing, demulcent menstruum of Triticum and Zea. 
Dose: 1 Tbs. in 4 cup warm water % hr. a.c. and h.s. 
Decrease dose after second day. 
Supplied: Bottles of 8 fl. oz. 


BORCHERDT COMPANY 


217 North Wolcott Avenue 













Chicago 12, Illinois 





rational aspect 
of civilized living... 
beverage alcohol. 


) 
TARD COGNAC 





a celebrated example 
of the French Art. 


= 


IMPORTED FROM FRANCE 


T/ALR 


COGNAC BRANDY 





The Only Cognac Made and Bottled at The Chateau de 
Cognac. IMPORTED OTARD COGNAC. V.S.0.P.,80 PROOF 
3 STAR, 84PROOF ¢ SCHENLEY IMPORT CO., NEW YORK 





acts directly on 

peripheral arterial walls... 
produces gradual, 
sustained vasodilatation 
without disturbing 
hemodynamics 


CYCLOSPASMOL 


CYCLANDELATE 
in peripheral vascular disease 


Cyclospasmol is more effective in the treatment of 
arteriosclerosis obliterans and for the relief of inter- 
mittent claudication than sympatholytic and adren- 
ergic blocking agents, because it acts directly on the 
arterial musculature. 

@ does not produce tachycardia, syncope or hypo- 
tension—may be used with safety in most patients 
having cerebral and coronary vascular diseases. 


m dilates the deeper arteries as well as the superficial 
vessels to improve blood flow to the extremities. 


m orally effective; produces a gradually increasing 
vasodilatation—aids in the healing of trophic leg 
ulcers. 

Dosage: Usual dosage is two tablets (200 mg.) four 
times daily. Dosage range is from one to three tablets, 
q.i.d. Continued therapy and individualized dosage, 
depending upon response, is necessary for maximum 
effectiveness. Supply: 100 mg. tablets, bottles of 100. 


References: 1. Council on Drugs, New and Nonofficial Drugs, 
J.A.M.A. 170:1670, 1959. 2. Leslie, Robert E.: Effects of Cyclan- 
delate (Cyclospasmol®) In Treatment of Circulatory Disturbances, 
Tex. J. Med. 56:352-356, 1960. 3. Popkin, R. J.: Combined 
Vasodilator Therapy in Peripheral Vascular Diseases, J. Am. 
Geriatrics Soc. VIII: 638-643, 1960. 4. Van Wijk, T. W.: Angiology 


Ihespy, R. O.: Angiology 7:27, 1956. 





Professional literature and samples available on request 


IVES-CAMERON COMPANY 
New York 16, N. Y. 
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antispasmodic 
-sedative 


-digestant 


This old gentleman is fictitious but his problem 
is not. In fact, the label he aptly tags his symp- 
toms with might even suit one or two of your pa- 
tients. If they are tense or mildly anxious, and you 
find a functional or ill-defined gastrointestinal 
spasm and an inadequate supply of digestive en- 
zymes, that is “nervous indigestion.” For these 
conditions, Donnazyme offers specific medication 
which relieves GI spasm, calms the emotions, and 
supplements deficient digestive enzymes. Two 
tablets t.i.d. (after meals), or as needed. 


Donnazyme 


Each specially constructed tablet contains the 
equivalent of one-half Donnatal® tablet plus diges- 
tive enzymes. In the gastric-soluble outer layer: 
hyoscyamine sulfate, 0.0518 mg.; atropine sulfate, 
0.0097 mg.; hyoscine hydrobromide, 0.0033 mg.; 
phenobarbital (¥ gr.), 8.1 mg.; and pepsin, NF, 
150 mg. In the enteric-coated core: pancreatin, 
NF, 300 mg.; and bile salts, 150 mg. 


A. H. Robins Company, Inc. 
RICHMOND 20, VIRGINIA 















outstanding 
nutritional 


MAZOLA 


U.S. Pat. No. 2,955,039 


Mazota Margarine is an economical tablespread and 
serves as a solid shortening, rich in linoleates and low in 
saturates—making it an ideal dietary adjunct in the man- 
agement of serum cholesterol. It contains 2 to 3 times as 
much natural linoleic acid as any other margarine readily 
available in grocery stores from coast to coast, and 5 to 8 
times as much as butter. It contains no dairy or animal 
fats, no coconut oil, and no cholesterol. 


Mazota Margarine is indistinguishable from other 
quality margarines as to taste, aroma and handling 
characteristics. Thus, it can be part of the regular diet 
for the whole family, including the hypercholesterolemic 
patient. The major ingredient in MazoLa Margarine — 
liquid Mazota Corn Oil—is NOT hydrogenated, thereby 
preserving its rich content of linoleates. 









Send for free booklet: 
“Recent Advances in the Dietary Control 
of Hypercholesterolemia.” 


BEST FOODS - Division of Corn Products Co., NEW YORK 22, N.Y. 


: to aid in the 
_ dietary control 
: of serum 
cholesterol 


MARGARINE 


scientifically formulated with 
pure liquid non-hydrogenated 
MAZOLA Corn Oil. 


———— 





The average daily intake, two ounces or 56.8 Gm. 
(4 tablespoons) of MAZOLA Margarine, supplies 

















RSOUGNG TIS Ses ictatecsssaroranvecrastnactsiavsesenisicéns vies 12 Gm. 
Oleic acid 23 Gm. 
Saturated fatty acids we =8 Gm, 
Plant sterols (sitosterols) . 215 mg. 
Natural tocopherols «. 30 mg. 
WU RIIER UN veccacdocctessedasesis out Ghiserstiay sxosvncat 1870 USP units 
Vitamin D 250 USP units 
Calories 415 





Available in the refrigerator sections of grocery 
stores in the same general price range as other 
premium quality margarines, in 1-lb. packages (four 
% Ib. sticks). 
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Mellaril 


THIORIDAZINE HCI 


provides highly effective tranquilization, 
relieves agitation, apprehension, anxiety 


and ‘screens out’ 
certain side effects 
of tranquilizers, 


making it ATION 
virtually free of: 
DICE 


SM 
ASIA 


SENSITIVITY 


“The value of the phenothiazines as tranquilizers has been established. [However] many 
distressing side effects have been reported with these drugs.... Thioridazine [Mellaril] 
is as effective as the best available phenothiazine, but with appreciably less toxic 
effects than those demonstrated with other phenothiazines.” 


In Geriatrics “This is the th it d time the authors have evaluated a tran juilize 
ina ela lath group. Our feeling is that Me MN ar is superior to the other two, bot 
of which were phenothiazine isthe ie S; 


Mellaril is indicated for varying degrees of agitation, apprehension, 
and anxiety in both ambulatory and hospitalized patients. 





Usual starting dose: Non-psychotic patients — 10 or 25 mg. t.i.d.; Psychotic ORIGINAL 
patients — 100 mg. t.i.d. caeene 
Dosage must be individually adjusted until optimal response. Maximum PHYSICIAN 
recommended dosage: 800 mg. daily. Supply: Mellaril Tablets, 10 mg., 

25 mg., 50 mg., 100 mg. 

1. Ostfeld, A. M.: Scientific ie 9 way Academy of General Practice, San 

Francisco, April 6-9, 1959. Judah, , Murphree, O., and Seager, L.: Am. J. 

Psychiat. 115:1118, ‘June 1989, 
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Gerontology Congress 

The Third International Clinical Meeting of 
the International Association of Gerontology 
(European Clinical Section) , under the aus- 
picies of the “Foundation European Geri- 
atric Congress in the Netherlands,” will be 
held in The Hague September 13 to 16. The 
major activities of the Congress will take 
place at Scheveningen. 

Main subjects of the clinical meeting will 
be: old age and mental disability, old age 
and cancer, hematopoiesis of old age, old 
age and professional adaptation, nutrition 
and old age, and sexual problems of old 
age. 

The Provisional Committee of the Euro- 
pean Clinical Section consists of: president, 
Professor R. Herbeuval, France; hon. sec- 
retary, E. Woodford-Williams, Great Brit- 
ain; and members, S. Eckerstrom, Sweden; 
V. Gaustad, Norway; T. Geill, Denmark; 
M. Panella Casas, Spain; L. E. ‘Totterman, 
Finland; Professor B. Prusik, Czechoslovak- 
ia; J. Th. R. Schreuder, Netherlands; Pro- 
fessor F. H. Schulz, Germany; and _ Pro- 
fessor A. Zilli, Italy. 

The Managing Committee of the Founda- 
tion consists of: president, Professor L. van 
der Horst; vice president, Hk. Robers; sec- 
retariat, J. Th. R. Schreuder, R. J. van 
Zonneveld, and A. J. S. Douma. 

Further information may be obtained 
from the Secretariat, Foundation European 
Geriatric Congress in the Netherlands, 29, 
Burgemeester, Patijnlaan, The Hague 
(Netherlands) . 
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All news and announcements for this 
department should reach the editorial office six 
weeks before publication date. Please direct 

all communications to News Editor, GERIATRICS, 
84 South Tenth Street, Minneapolis 3, Minnesota. 


Coming Conferences 

New England rehabilitation workers will 
hear reports on the White House Confer- 
ence on Aging during a two-day Institute 
on Rehabilitation of the Aging at the Uni- 
versity of Connecticut, May 18 and 19. The 
conference is sponsored by the Institute of 
Gerontology, University of Connecticut; the 
Bureau of Vocational Rehabilitation of the 
Connecticut State Department of Education; 
and the Office of Vocational Rehabilitation, 
U. S. Department of Health, Education and 
Welfare. 


The Annual Institute on the Care of the 
Aged in Geriatric Homes will be held May 
22 through 24 at the Center for Continua- 
tion Study, University of Minnesota, Min- 


neapolis. 
e 


Postgraduate Course in Carlsbad 
The Twentieth International Postgraduate 
Medical Course will be held at Karlovy Vary 
in Carlsbad, Czechoslovakia, September 18 
through 23. Diabetes mellitus will be the 
main subject of the course, which will be 
conducted in five languages, English, French, 
German, Russian, and Czech. Speakers will 
include investigators from Austria, Belgium, 
Bulgaria, France, the German Democratic 
Republic and the German Federal Republic, 
Great Britain, Hungary, Italy, Rumania, 
Sweden, Switzerland, United States, Soviet 
Union, Yugoslavia, and Czechoslovakia. 
Information may be obtained from the 
Czechoslovak Society of Physical Medicine, 
Albertoy 7, Praha 2, Czechoslovakia. 


(Continued on page 84A) 
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SHORTENS THE HEALING TIME... 


OF DECUBITUS AND 
VARIGOSE ULCERS 
IN AGED PATIENTS 











Betore application of A and D Ointment—Treatment- 
resistant varicose ulcer in elderly obese patient. 





LEO LOE 





After five weeks of daily treatment.with A and D 
Ointment —Ulcer completely healed. 


A and D OINTMENT 








completely safe, highly effective—heals, soothes and protects / A and D Ointment pro- 





motes granulation and epithelization in ulcers, burns, bedsores and wounds. In eczemas, dry skin 
and detergent dermatitis, it instantly provides soothing relief... lasting protection. / A and D 
Ointment is eminently safe—may be applied liberally to even the most delicate tissues. It will not 
stain the skin or wash away in body secretions. Prevents dressings from sticking to wounds and 
is easily laundered from clothing. / Available in 11% or 4 oz. tubes; 1 or 5 Ib. jars. Also available: 


A and D Ointment with Prednisolone, in 10 and 25 gm. tubes. Aoi 
WHITE LABORATORIES, INC. / KENILWORTH, NEW JERSEY 
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Photos used with 





patient’s permission. 






How new Dianabol rebuilt muscle tissue 
in this underweight, convalescent patient 


Patient was weak and emaciated 
before Dianabol. R. C., age 51, 
weighed 160 pounds following sur- 
gery to close a perforated duodenal 
ulcer. His convalescence was slow 
and stormy, complicated by pneu- 
monia of both lower lobes. Weak 
and washed out, he was considered 
a poor risk for further necessary 
surgery (cholecystectomy). Because 
a conventional low-fat diet and mul- 
tiple-vitamin therapy failed to build 
up R. C. sufficiently, his physician 
prescribed Dianabol. 
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Patient regains strength on Dianabol. 
In just two weeks R. C.’s appetite 
increased substantially; he had gained 
914 pounds of lean weight. His mus- 
cle tone was improved, he felt much 
stronger. After 4 weeks, he weighed 
176 pounds. Biceps measurement 
increased from 10” to 1112”. For the 
first time since onset of postopera- 
tive pneumonia, his chest was clear. 
Mr. C.’s physician reports: “He 
tolerated cholecystectomy very well 
and one week postop felt better than 
he has in the past 2 years.” 
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Dianabol: new, low-co; 
anabolic agent 


By promoting protein anabolis 
Dianabol builds lean tissue and r 
stores vigor in underweight, debil 
tated, and dispirited patients. | 
patients with osteoporosis Dianab 
often relieves pain and _ increas 
mobility. 

As an anabolic agent, Diana 
has been proved 10 times as effi 
tive as methyltestosterone. Yet itu 
far less androgenicity than testo 
terone propionate, methyltestoste 
one, or norethandrolone. 

Because it is an oral preparatio 
Dianabol spares patients the inco 
venience and discomfort of pare 
teral drugs. 

And because Dianabol is low’ 
cost, it is particularly suitable fort 
aged or chronically ill patient wi 
may require long-term anaboli 
therapy. 


Supplied: Tablets, 5 mg. (pitl 
scored); bottles of 100. 


Dianabol 


(methandrostenolone CIBA) 


converts protein to 
working weight in wasting 
or debilitated patients 

For complete information about Dianih 
(including dosage, cautions, and side effects) 
see Physicians’ Desk 

Reference or write C138 
CIBA, Summit, N. J. 2/2820mx-2 EE 
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in G.I., G.U. and Biliary SPASM 


“Murel:s.A. 


Sustained Action Tablets 





prompt, continuous and prolonged anti- 
spasmodic action for 6 to 9 hours with a 
single tablet 


“MUREL” Advantages** 


¢ Exceptionally effective clinically because 
three-way mechanism of action in one molecule 
(anticholinergic, musculotropic, ganglion- 
blocking) exerts synergistic spasmolytic effect 


* Complementary action permits significantly 
low dosage and reduces reaction potential of 
any one mechanism 


¢ Remarkably free from drug-induced compli- 
cations such as mouth dryness, visual disturb- 
ances, urinary retention 


Suggested Average Dosage: 40 to 80 mg. daily, depending on con- 
dition and severity. The higher range of dosage is usually required 
in spasm of the genitourinary and biliary tracts. One ‘‘Murel"’-S.A. 
Sustained Action Tablet morning and evening. When anxiety and 
tension are present, ‘‘Murel’’ with Phenobarb-S.A. is suggested. 
Available as: No. 315—‘*Murel’’-S.A., 40 mg. Valethamate bro- 
mide; and No. 319—‘*Murel” with Phenobarb-S.A., with % gr. 
phenobarbital, present as the sodium salt. Both in bottles of 100 
and 1,000, 

Also available: ‘‘Murel’’ Tablets No. 314—10 mg. Valethamate 
bromide; ‘*Murel*’ with Phenobarbital Tablets No, 318—10 mg. 
Valethamate bromide and 4 gr. phenobarbital. 

“*Murel’’ Injectable No. 405—10 mg. Valethamate bromide per cc. 
Precautions: As with other antispasmodic agents, caution should be 
exercised in patients with prostatic hypertrophy, glaucoma, and 
in the presence of cardiac arrhythmias, 


References available on request. 
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for acute, severe 
episodes 
“‘MUREL” Injectable 


Female patient, age 55, 
complaining of nausea 
and epigastric discom- 
fort after meals. 
Diagnosis: Hiatus her- 
nia and gastric ulcer. 


ay 



























1 hour after barium ad- 
ministration: Retention 
of barium due to spas- 
ticity of the gastric 
outlet, and incomplete 
visualization of the py- 
lorus, duodenum and 
duodenal sweep. (Some 
barium has entered the 
small bowel.) 





20 minutes after ad- 
ministration of ‘‘Murel”’ 
2 cc. I.V.: Barium en- 
tering duodenum and 
duodenal sweep as 
spasticity is relieved. 





10 minutes later: Good 
filling of the gastric 
outlet as well as of the 
duodenal sweep. 






Medical Records of 
Ayerst Laboratories 6027 
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Medical-Dental Conferences 

New technics and clinical procedures for the 
care and rehabilitation of the chronically ill 
and aged will be demonstrated in a series 
of 6 
convalescent hospitals in New Haven Coun- 
ty, Connecticut, during April and May. The 


medical-dental conferences in various 


courses are sponsored by the Connecticut 
State Dental Association and the State Medi- 
cal Society. Dr. Gerald L. St. 
Dental 


on gerontology, hopes to draw other health, 


Marie, chair- 
man of the Association’s committee 
welfare, and rehabilitation organizations 


into the program later to form the basis 
of a continuing program of postgraduate 


training. 


Pedestrian Safety Campaign 

A pedestrian safety program especially de- 
signed for senior citizens has been launched 
throughout New Jersey by the Department 
Safety and the New 
Jersey Division of Aging. ‘To emphasize the 


of Law and Public 
importance of such a campaign, Mrs. Eone 
Harger, director of the Division of Aging, 
David D. 


speakers from both agencies will appear on 


Furman, Attorney General, and 
radio, and before senior citizen groups and 
safety councils. Safety pamphlets have been 
prepared for mailing and may be obtained 
Public 
Safety or the Division of Aging, State House, 
Trenton 25, N. J. 


from the Department of Law and 


Research on Aging 


Research investigators at the Medical 


Branch of the University of Texas have 
launched a program to investigate the na- 
ture of the aging process in man and the 
physiological changes that take place in 
health and disease. Physicians, physiologists, 
biochemists, geneticists, psychologists, and 
sociologists will pool their skills to obtain 
data on the influence of heredity and other 


factors in determining the “functional age” 
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of an individual, separate from his chron- 
ological age. The new program—the Kemp- 
ner Research Center for Life-Span Health— 
will also study the effects of time on man’s 
physiologic processes. Dr. John B. Truslow, 
executive dean and director of the Medical 
Branch, said, “The project first will seek 
new knowledge of why some individuals re- 
main physiologically young when their con- 
temporaries are physiologically old.” ‘The 
project will focus its attention on aging 
changes as they occur throughout life and 
plans to remain a laboratory of basic in- 
formation for continuing studies. 


Social and Recreational 
Rehabilitation of Handicapped 
Comeback, new national 


Inc., a organi- 


zation for the social and recreational re- 
habilitation of handicapped, aged, and chron- 
ically ill people, has been established by 
Mrs. H. Hill of Mrs. 
Hill says that, although much has _ been 
last 
medical and vocational rehabilitation, little 


Beatrice New York. 


done within the two decades toward 


has been done to meet the social and rec- 
reational needs of the handicapped. She 
said that 70 per cent of the nation’s hos- 
pitals have no recreational therapy depart- 
ment, and that only one out of 125 nursing 
homes has a recreation program. 


Dr. Bluestone Honored 

Dr. E. M. Bluestone of Montefiore Hospital, 
New York, will receive the American Hos- 
pital Association’s Distinguished Service 
Award for 1961 at the Association’s sixty- 
third annual meeting, September 25 through 
28 in Atlantic City, New Jersey. ‘The award 
is given for outstanding leadership in_hos- 
pital administration. Dr. Bluestone has been 
“the 
leadership in the development of better care 


called father of home care” for his 
for persons with prolonged or chronic ill- 
1951, Dr. 
Hos- 


pital for twenty-two years, and is now a con- 


retirement in 
Bluestone was director of Montefiore 


ness. Before his 


sultant to the hospital. 


(Continued on page 86A) 
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kor the 


irritable 
(G.1. tract 


Milpath acts quickly to suppress hypermotility, 
hypersecretion, pain and spasm, and to allay 


anxiety and tension with minimal side effects. 


AVAILABLE IN TWO POTENCIES 


MILPATH-400—Yellow, scored tablets of 400 mg. Miltown 
(meprobamate) and 25 mg. tridihexethyl chloride. 

Bottle of 50. 

Dosage: | tablet t.i.d. at mealtime and 2 at bedtime. 
MILPATH-200—Yellow, coated tablets of 200 mg. Miltown 
(meprobamate) and 25 mg. tridihexethy] chloride. 

Bottle of 50. 


Dosage: | or 2 tablets t.i.d. at mealtime and 2 at bedtime. 


Miilpat 


®Miltown + anticholinergic 





(i) WALLACE LABORATORIES Cranbury, N. J. 
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OTN ATL (Continued from page 84A) 


Insurance for Old Drivers 

A survey made by the Department of Bank- 
ing and Insurance and the New Jersey Divi- 
sion of Aging indicates that insurance com- 
panies do not arbitrarily cancel or refuse to 
renew automobile insurance policies solely 
on the basis of age. No general policy of 
discrimination against elderly drivers is ap- 
parent. Many of the 208 companies ques- 


tioned report older drivers may be better 


risks than younger ones because of less night 


driving, less driving under poor weather con- 
ditions, and lower speed driving at less an- 


nual mileage. 


Center for Senior Citizens 


The new Municipal Plaza in Bristol, Con- 





own” for that city’s senior citizens, accord- 
ing to architects’ plans. The two-story sen- 
ior center would provide facilities for the 
group which frequently draws as many as 
600 members to its big events. 


Nursing Home Improvement 

An intensive program to improve the qual- 
ity of care in nursing homes and to estab- 
lish home care services has been expanded 
in New Jersey by the State Departments of 
Health and Institutions and Agencies and 
The New Jersey Division of Aging. The 
Division of Chronic Illness Control of the 
United States Public Health Service pro- 
vided a grant of $48,000. The program will 
emphasize technics to restore self-function, 
training courses for nursing home personnel, 
dental care in nursing homes, and evalua- 
tion of nutrition services in nursing homes. 
Consultation services between hospitals and 
nursing homes and a symposium for nursing 


necticut, will include 


“a building of their 


home physicians also are planned. 







in the 
senility syndrome 


cerebral arteriosclerosis 
and mental confusion 





MENIC combines the mutually enhanc- 
ing action of the effective analeptic, pentylenetetrazole, with the 
proven cerebral vasodilator, nicotinic acid. 


Each scored tablet contains 
pentylenetetrazole 100 mg. 
(1% gr.) nicotinic acid 50 
mg. (5/6 gr.) in bottles of 100 
and 500 tablets. Usual dose: 
2 MENIC tablets t.i.d., p.c. 
Literature and samples 
available upon request. 


MENIC acts to increase oxygen and blood 
supply to the brain and so helps to overcome the cerebral ischemia 
and hypoxia responsible for many senility symptoms. Produced 
physical, mental and social improvement.! Menic makes possible a 


more comfortable, happier life. 
1. Levy, S.: J.A.M.A. 153:1260, 1953. 


GERIATRIC PHARMACEUTICAL CORP. 
BELLEROSE, L. I., N. Y. © DEPT. GER. 1-61 
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Now...the only 
Nystatin combination with 
extra-active DECLOMYCIN® 


Demethyichlortetracycline 
with extra broad-spectrum benefits:— action at lower 
milligram intake... broad-range action... sustained 
peak activity...extra-day security against resur- 















nc- : ; : : : 
the gence of primary infection or secondary invasion. 
PI 
® 

0d 
mia 
ced Demethylchlortetracycline and Nystatin LEDERLE 
le a CAPSULES, 150 mg. DECLOMYCIN Demethylchlortetracycline HCl 

and 250,000 units Nystatin. 
953. 
3 LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, > 
P, Pearl River, New York 
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“nutrition... present as a modifying or complicating 


991 


factor in nearly every illness or disease state. 


‘Vheragran 


Squibb Vitamins for Therapy 


clinically-formulated and potency-protected vitamins for your patients 


with degenerative diseases who need therapeutic vitamin support 


@@ Studies by Wexberg, Jolliffe and others have 
indicated that many of the symptoms attributed in the 
past to senility or to cerebral arteriosclerosis seem to 
respond with remarkable speed to the administration 
of vitamins, particularly niacin and iscorbic acid. 
These facts indicate that the vitamin reserve of aging 
persons is lowered, even to the danger point, more 
than is the case in the average American adult.9® 
Each Theragran supplies the essential vitamins in truly therapeutic amounts: 
VitammmnA . . + » 6 5 6 Bene 841, eee 
Vien D . ...e00 s IeOOUs ria 
Thiamine Mononitrate . .... . . 10mg 
eects a Sk we a a 
PISCE i a ais oe ae 
SOON 
Pyridoxine Hydrochloride. .... . . Jmg. 
Calehim Pantothenate ....*... “. + 2 
VEGREN Ha 2 ROSS es Ss VOR ee ae 


For full information see your Squibb Product Reference or Product Brief. 1. Youmans, J. B.: Am, J. Med. 25:659 (Nov.) 1958. 2. 
= ~—verholser, W., and Fong, T. C. C. in Stieglitz, £. J.: Geriatric 
Medicine, 8rd edition, J. B. Lippincott, Philadelphia, 1954, 
p. 264. 
meets Rey the Priceless Ingredient 
eragran’® is a Squibb Trade 
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Of all leading brands 






of vegetable oils... 


Mazola 


liquid corn oil 





is best tor 
replacing 
saturated fats 


because Mazola is both unexcelled in polyunsaturates 


(that reduce serum cholesterol) and lowest in saturates 


(that raise serum cholesterol). 


CORN OIL* 
HERE’S (MAZOLA) 
PROOF: 
This chart shows COTTONSEED olL * 
that the ratio of 
polyunsaturates PEANUT OIL * 
to saturates pro- 


vided by Mazola OLIVE OL * 
Corn Oil is more 

than twice that of 

any other leading *U.S. Dept. of Agriculture 
vegetable oil. Reports —1959 


Your patients will find Mazola Corn Oil ideally 
suited for salad dressings, baking and frying. 
By instructing them to use Mazola in place of 
a substantial portion of more saturated types 
of fat, and to watch their caloric intake, you 
frequently will be able to lower the serum choles- 
terol with minimum changes in eating habits. 


MAZOLA CORN OIL IS ALSO AVAILABLE IN CANADA, 
WESTERN EUROPE, LATIN AMERICA AND MANY OTHER 
COUNTRIES THROUGHOUT THE WORLD 





COMPOSITION OF MAZOLA CORN OIL 








CORN OIL 


Mazola Corn Oil has the following 
average composition: 


Grams/ 
Grams/ fl. oz. (2 

Fatty Acids 100 grams|tablespoons) 
Polyunsaturates... 52-58 14-15.7 
Monounsaturates.. 28-36 7.5-9.7 
Saturates .....cee 10-14 2.8-3.8 


Natural Sitosterols... 1 (0.9-1.3) 0.14 
Natural Tocopherols.. about 0.1 0.015 
Cholesterol......... * none none 
Salt (Sodium chloride) none none 





Calories—125/tablespoon 
lodine value—124 avcrage 


CORN OIL CONTINUES TO BE A PREFERRED 
VEGETABLE OIL IN NUTRITIONAL STUDIES 
OF HYPERCHOLESTEROLEMIA, 
FREE! 
Valuable aid for guiding your hypercho- 
lesterolemic patient in dietary control: 
A Pad of Menu Guides based on 2,000 
calories per day, with which you may 
readily construct a diet pattern best 
suited to your patient’s needs. 


Just write on your letterhead to: 
CORN PRODUCTS COMPANY, 
10 EAST 56 STREET, NEW YORK 22, N. Y. 
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.and other painful or disabling musculoskeletal conditions often respond rapidly to the “antidoloritic”* effects of 


DECAGESIC. DECAGESIC helps restore normal function by relieving pain and discomfort, suppressing inflammation. ..and 


often adds a sense of well-being and renewed strength. DECAGESIC combines the benefits of DECADRON® and aspirin with 


aluminum hydroxide to provide increased efficacy with a lower incidence of side effects. 


Indications: Mild to moderate inflammatory, rheumatic and musculoskeletal disorders, and conditions 
in which the conjunctive use of steroid and salicylate is indicated. 


Dosage: 1 or 2 tablets 3 or 4 times daily. The usual precautions of corticosteroid therapy should be 


i observed. Before prescribing or administering Decacesic, the physician should consult the detailed 
inf ion on use acc ing the package or available on request. 
Supplied: Bottles of 100. Each tablet contains 0.25 mg. of DecADRON dexamethasone, 500 me. of 





aspirin (acetylsalicylic acid) and 75 mg. of aluminum hydroxide (present as the dried gel). 


wa aluminum hydroxide *The term “‘antidoloritic’’ has been coined by Merck Sharp & Dohme to describe an agent designed 
to allay pain associated with inflammation — dolor = pain, itic = associated with inflammation. 


FOR CONSE RVATIVE MANAGEMENT __ Dtcscesic and Decaoron are trademarks of Merck & Co., Inc. 
OF MUSCULOSKELETAL SYNDROMES MERCK SHARP & DOHME « Division of Merck & Co., Inc., West Point, Pa. 
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Gpriotnric A mde Lo adwertianrs 


American Ferment Div. 
American Geriatrics Society 
Aveeno Corp. 

Ayerst Laboratories . . 

Bauer & Black 

Best Foods Div. 

Borcherdt Co. 

Bristol-Myers Co. 

Chicopee Mills, Inc. 

Ciba Pharmaceutical Products, Inc. 
Columbus Pharmacal Co., ‘The 
Corn Products Co. 


Dalton, Edward, Co., The, 


Div. of Mead Johnson .. bet. 16A-17 


Dome Chemicals Inc. 

Endo _ Laboratories 

Fleet, C. B., Co.,. Inc. 

Geigy Pharmaceuticals 
Geriatric Pharmaceutical Corp. 
Ives-Cameron Co. 

Kendrick, James R., Co., 


Lederle Laboratories 

16A, 20A-21A, 
Leeming, Thos., & Co., Inc. 
Lilly, Eli, & Co. 
Lloyd Brothers, Inc. 
McNeil Laboratories, Inc. .1OA-11A, 55A, 
Mead Johnson Laboratories 
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Merck Sharp & Dohme, Div. of 
Merck & Co., Inc. ........33A, 62A-63A, 


Merrell, Wm. S., Co., The .... 


GERIATRICS, MAY 1961 


87A 


92A 


12A 


387A 


73A 


69A 


90A 


Organon, Inc. 
Parke, Davis & Co. . 


Pfizer Laboratories, Div. of 
Chas. Pfizer & Co., Inc. 

Pitman-Moore Co. 

Robins, A. H., Co., Inc. . .14A, 76A 


Roche Laboratories, Div. of 
Hoffmann-La Roche, Inc. ....45A, 4th Cover 


Roerig, J. B. & Co., Inc. Bel <5 Oe 
Rorer, William H., «ae a 
Rystan Co., Inc. Serer 
Sandoz Pharmaceuticals 78A-79A 
Sardeau,; Ine:. ..64.65-65 : VE ea . 56A 
Schenley Import Co. A oeihale = ee 
Schering Corp. 

Searle, G. D., & Co. 
Shield Laboratories .2nd Cover 


Squibb, E. R. & Sons, Div. of 
Mathieson Chemical Corp. .. ...25A, 88A 


Sunkist Growers PERE .. 46A 
United States Brewers Association, Inc. 34A 
Upjohn Co., The oc erbleea's «etl a ee 
Vaponefrin Co., The (Thayer Labs) ...... 31A 
Wallace Laboratories, Inc. ..2A, 48A, 60A, 85A 
Warner-Chilcott Laboratories Div. .....1A, 57A 
Westwood Pharmaceuticals eee. 
White Laboratories, Inc. want 6 6 4 or 
WINE AGVISOLy GRO ig 55 ose. e oo Se aie OE 
Winthrop Laboratories, Inc. .3rd Cover 


Wynn Phatmatar Gere... 6.66 se ees OER 
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letamine 7 In pharmacologic studies 
Sustained at Pasteur Institute and 
McGill University, the 

7 vasodilator activity of 
trolnitrate phosphate 

(Metamine) was found to 

be equal or superior to 

that of nitroglycerin, and 

of much longer duration.” 


In coronary insufficiency, 

one MeTAmine SustTAINeD 

tablet q. 12 h. markedly 

reduces the number and 

severity of anginal attacks 

and increases exercise 
tolerance, with virtual 
freedom from nitrate 

side effects and less 

» danger of a forgotten 
you | dose.“ Bottles of 50 and 


- dilate the “7 ye 500 tablets. 
\ coronaries (game Ax-Lemye F Ce Kec 


in 
coronary 
‘insufficiency | | 





ee 


New York 17, N. Y. 


1, Bovet, D., and Nitti-Bovet, F.: Arch. 
Internat. de pharmacodyn. et therap. 
83:367, 1946. 2. Melville, K.!., and Lu, 
F.C.:; Canad. MAJ. 65:11, 1951. 3. 
Fuller, H.L. and Kassel, L.E.: Antibiotic 
Med. & Clin. Therapy 3:322, 1956. 4. 
Eisfelder, H.W. et al.: J. Am. Geriatrics 
Soc. 8:62, 1960. 


1 tablet all day 


1 tablet all night 
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When the patient with ¢ emphysema huffs and puffs 


,ISUPREL MISTOMETER«. id. 


“Isuprel...is most helpful in making breathing 
easier’’' for the patient with emphysema. It 
should be used on a routine schedule daily as 
long as symptoms persist. 


“Four periods of nebulization spaced throughout 
the day should provide good control of 
bronchospasm.’”? 


Isuprel, most potent bronchodilator, is safe and, 
in contrast to epinephrine, has no potentially ad- 
verse effects on cardiac action. Prescribe one or 
two whiffs from the Isuprel Mistometer four 
times a day. 


1. Andrews, A. H., Jr., and Coogan, T. J.: M. Clin. North America 
42:155, Jan., 1958. 


2. Ziskind, M. M., in Conn, H. F.: Current Therapy 1957, Philadelphia, 
W. B. Saunders Company, 1957, p. 84. 





ISUPREL MISTOMETER: In asthma 
(adults and children), Isuprel 
hydrochloride 1:400 (0.25 per 
cent) aerosol solution is taken in 
1 or 2 deep inhalations. One min- | 
ute should be allowed to elapse 
before the second inhalation. The 
amount found necessary to control 
symptoms may be repeated in from ten to thirty min- 
utes. In chronic bronchitis and emphysema, three or 
four treatments are taken daily with exercises. Isuprel 
Mistometer, 10 cc. vials. 











Isuprel (brand of isoproterenol) and Mistometer (brand of metered dose 
aerosol dispenser), trademarks reg. U.S. Pat. Off. 
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New York 18, N. Y. 








NEW PRODUCT 














@ TWO SPECIFIC ACTIONS @ FEWER SIDE REACTIONS New Tigacol facilitates the symptomatic control ( 
vertigo. It relieves the varied symptoms of vertigo whether due to labyrinthitis, Meniere's syndrome, impair 
cerebral circulation or of nonspecific origin. Tigacol offers you the clinically proven advantages of a well-tolerate 
peripheral vasodilator and a new specific antiemetic. Roniacol promptly relieves vertigo by directly relaxing th 
peripheral blood vessels without causing severe flushing or hypotension. Tigan controls nausea and vomiting) 
selective suppression of emetic impulses without drowsiness, tranquilization or adrenergic effects. 


AVAILABLE: Pink capsules, each providing 50 mg Roniacol in the form of the tartrate and 100 mg Tigan HCl, bottles of 50. USUA 
ADULT DOSAGE: One or two capsules three times daily. NOTE: Side effects were virtually absent except for a few instances | 
flushing and an occasional case of skin rash, which disappeared when medication was withdrawn. There are no known contrainé 
cations, but as with any new drug, patients should be observed periodically while on Tigacol therapy. 

Roniaco.® — brand of nicotinyl alcohol + TiGAn® —4-(2-dimethylaminoethoxy)-N-(3,4,5-trimethoxybenzoy!)benzylamine 


ROCHE LABORATORIES « Division of Hoffmann-La Roche Inc + Nutley 10, New Jersey 


TIGACOL 


when the complaint is “dizziness” 
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